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Foreword 


Each year approximately eighteen thousand persons in the United 
States commit suicide. Each year one person in every ten thousand of 
our population carries out an irrevocable and awíul decision to cease 
to live. Suicide is a major mental health problem in our country, as it 
is in most of the civilized nations of the world. It is an affliction that 
robs us of some of the most productive members of our community. Tt 
is a form of mental illness that is most disturbing to contemplate, a 
mental illness in which the anguish and terror of the victim lead him 
to prefer death to his suffering. 

The most promising approach to the problem of suicide, in fact the 
only practical approach, is prevention. As we learn to recognize the danger 
signals of impending suicide, and as we marshal our medical and social 
resources to help the potential suicide, we can begin to make substantial 
progress in coping with this distressing problem. The work of the Suicide 
Prevention Center in Los Angeles has been most promising in this re- 
spect. In cooperation with mental health and other agencies in the com- 
munity, the Center has had signal success in treating the suicidal patient. 
It has also carried out important basic research which hopefully will 
improve our ability to deal with the problem of suicide. 

The title of this volume, The Cry for Help, symbolizes the work of the 
interdisciplinary team of therapists and researchers at the Suicide Pre- 
vention Center. They have listened to the cry for help, and they have 
searched for new ways to provide the needed help. The results of their 
Clinical and research activities, as reported in this volume, will, I hope, 
stimulate other communities to establish suicide prevention facilities and 
encourage further basic work in this most important mental health prob- 
lem area. 


Robert H. Felix, M.D. 

President, American Psychiatric Association 
Director, National Institute of Mental Health 
U.S. Public Health Service 
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Preface 


The phenomenon of suicide presents problems in many areas—legal, 
ethical, philosophical, and moral. As a matter of considerable concern 
for public health, suicide continues to rank high in the list of "killers," 
as evidenced by the fact that it is among the first ten causes of death in 
almost half our states and that it continues officially (and conservatively) 
to claim from fifteen to twenty thousand lives each year in the United 
States. Society's attitudes and feelings toward the considerable waste of 
life and potential human resources have been manifested with consider- 
able variability from early recorded history to the present, ranging from 
Severe condemnation (as in stern Catholic prohibitions and old English 
laws against felo de se) to acceptance and incorporation as a way of life 
(as in the Japanese samurai code of seppuku and the Indian custom of 
suttee). The phenomenon of suicide has received much less attention 
than it has merited, although there seems to be a trend currently dis- 
cernible that may well be a reflection of a growing psychological orienta- 
tion in our culture to view such activities as the behavior of persons un- 
der psychosocial duress and to seek to understand the motivations under- 
lying these behaviors within the milieu in which they occur. 

But as a complex psychologic, psychiatric, and sociologic phenomenon, 
suicide has been accorded surprisingly little investigation and analysis. 
In our previous book, Clues to Suicide, attention was focused on the 
varied complexities of the whole gamut of suicidal behavior and ideation. 
This present book represents part of our continuing activities in the area 
of suicide research but focuses particularly on the responses by the com- 
munity and by individual theoretician-practitioners to the suicidal cry 
for help, attempting to understand suicide in terms of the communica- 
tion of inter- and intrapersonal factors. 

The communication aspects of suicide help to unify the contents of 
this volume. The title, The Cry for Help, is meant to convey our feelings 
(from our work with suicidally disturbed persons) about the messages 
of suffering and anguish and the pleas for response that are expressed by 
and contained within suicidal behaviors. Yet Society, perhaps because of 
the very nature of the phenomenon and the kinds of feelings evoked by 
Suicidal activity, has tended to deny its very existence. Some examples 
of the responses society has made are presented in Part I, “The Com- 


munity Response to the Cry for Help.” This part describes agencies that 
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have been established in the community of Los Angeles and in e 
communities throughout the world specifically to respond to ee Ge 
cry, elaborates some of the emergency techniques for gi Fu 
treating suicidal persons that have been developed by the Suicide r 

vention Center in Los Angeles, and indicates some of the specia 
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and procedures that have been initi 


ated in the Los Angeles County Coro- 
ner's office in the handling of equivocal suicidal cases. » 
Individual practitioners have been, of course, responding to the suicidal 
cry for help for some time. Part H, 
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terms both of theoretical formul 
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was analyzed from the point of view of different theoretical orientations. 
Once publication had been decided upon, five additional contributors 
(Drs. De Rosis, Diamond, Futterman, Green, and Kelly) were invited 
to add their specific points of view. The orientation and background of 
each contributor is described in a short biography preceding his chapter. 
The complex phenomenon of suicide lends itself, of course, to many 
interpretations and formulations and to varied techniques in the handling 
and treatment of suicidal persons. These have not heretofore been col- 
lected in one place for the practitioner, theoretician, or interested lay 
person. Part II attempts to fill this need. 

It is hoped that the contents of this volume will be of value to persons 
of varied interests: psychiatrists, psychologists, sociologists, coroners, 
social workers, ministers, etc.; in short, theoreticians and practitioners 
in the broad range of human psychopathology. 

As before, we wish to express our sincere appreciation to the several 
organizations who have been actively cooperative and helpful to us in 
our work on suicide: the Veterans Administration, which by fostering 
an intellectual climate of free inquiry and research has given direct 
stimulus to our efforts; the U.S. Public Health Service, which has con- 
tinued to support our efforts through research and project grants; the 
Los Angeles County Coroner’s office, and specifically Coroner Theodore J. 
Curphey, M.D., who has been actively Cooperative in every way possible; 
the Los Angeles County General Hospital, where our interest in this 
field has been nurtured by the hospital's assistance. In addition, sincere 
appreciation is acknowledged to Eunice H. Pierce, who, as our secretary, 
made the thousand and one detailed problems inevitable in the undertaking 
of a book disappear by her efficiency and devotion; to Erma Bley, Jac- 
queline Bailey, Sabina Poole, and Inez Tweed, for their aid in typing; 
and to Alcon Devries, for his considerable assistance in Statistical pro- 
cedures and computations. 

A word about the frontispiece: The engraving “The Cry” is by Edvard 
Munch (1863-1944), eminent Norwegian artist, who was the subject of a 
book by Frederick B. Deknatel (New York: Chanticleer Press, 1950). 
Appreciation is extended to the Chanticleer Press for permission to re- 
Produce this illustration and to Drs. Stanley Steinberg and Joseph Weiss, 
who provided us with the engraving, which they reproduced in their 
article "The Art of Edvard Munch and Its Function in his Mental Life” 
(Psychoanalytic Quarterly, 23:409-423, 1954). The original work is in 
the Lessing J. Rosenwald Collection, Gallery of Art, Washington, D.C. 


Norman L. Farberow 
Edwin S. Shneidman 
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PART I 


The Community Response 
to the Cry for Help 


Introductzon 
NORMAN L. FARBEROW AND EDWIN S. SHNEIDMAN 


Society has, for many thousands of years now, taken various positions 
in relation to the subject of suicide, particularly about society's responsi- 
bilities toward suicidal behavior. Today in societies throughout the world, 
attitudes toward suicide range from complete condemnation through mild 
disapproval to acceptance and incorporation as one of the mores of com- 
munal life. Just as there are differences between Societies, there are also 
differences of attitude toward suicide within a society over a period of time. 
The history of attitudes toward suicide makes fascinating reading and pro- 
vides the sociologist, cultural anthropologist, and professional mental health 
worker with a useful background against which to view the suicidal phe- 
nomena of today.! 

Nevertheless, in spite of the variety, there is no question but that the 
predominant attitude of civilized society toward suicide today is one of 
condemnation. Perhaps one of the best proferred explanations of why this 
is so is contained in Fedden's Suicide (London, 1938), in which he states 
that suicide is condemned mainly because it is a form of lése-majesté. 
Fedden indicates (p. 42): 


Suicide shows a contempt for society. It is rude. As Kant says, it is an insult 
to humanity in oneself. This most individualistic of all actions disturbs society 
profoundly. Seeing a man who appears not to care for the things which it 
Prizes, society is compelled to question all it has thought desirable. The things 
which makes its own life worth living, the suicide boldly jettisons. Society is 
* The reader is referred to such books as Dublin and Bunzel’s To Be or Not to Be; 
Williams’ The Sanctity of Life and the Criminal Law; and Shneidman and F 3 
Clues to Suicide, for reviews of the literature and legal (societal) points of 
garding suicide. (See Bibliography, Part III, for complete references.) 
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roubled, and its natural and nervous reaction is to condemn the suicide. 
trou " : t t 
it bolsters up again its own values. 


There are different suicide rates from various national groups = ah 
ported by, for example, the World Health Organization). We ae M sa 
the often-stated assertion that the statistics on committed suicides €i 
the conservative side and that the figures are undoubtedly made d th 
cause of the pervasive social pressures against the certification of a dea 


as suicidal in most parts of the world. Statistics for attempted suicides 
are even less available because, contrary to deaths, which usually pe Ha 
be reported in some category, they often do not become part of any € 
record. There have been many comparative estimates of the number p 
attempted suicides, the usual estimate being that attempted suicide 1s 
around six times as frequent as committed suicide. Our own work has shown 
that the rate of attempted suicide for Los Angeles County for 1957 was 
111.4 per 100,000 Population, about eight times the rate of committed 
suicide, which was 14.5 per 100,000 population. (The national U.S. suicide 
rate for 1957 was 9.8 per 100,000 population.) 
All suicide, whether committed or attempted, 
ruption of life, emotional turmoil, social discord, e 
stated in the foreword to our Previous book, Clu 


involves tremendous dis- 
tc. Yet, as Dr. Menninger 
es to Suicide (p. v): 

To the normal person, suicid 


€ seems too dreadful and senseless to be conceivable: 
There almost seems to be 


a taboo on the serious discussion of it. There has 


Many o 
el 


ements in suicidal behavior 


the responses by communities to the suicidal 
are divided into thr 


Phases of our resear 
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vey of Los Angeles County that was conducted in order to determine the 
number and characteristics of the population of attempted suicides, a group 
for whom accurate statistics had heretofore not been available. Chapters 
4 and 5 describe in detail some clinical procedures that have evolved in the 
operation of the Suicide Prevention Center relative to the assessment and 
evaluation of self-destructive potentialities. Chapter 6 presents information 
that will be useful to mental hospital staífs in the identification of the 
suicidal patient. These data were obtained from analyses of records of 
schizophrenic patients who committed suicide as compared systematically 
with similar records of schizophrenic patients who did not kill themselves. 

Chapters 7 through 9 refer to the activities of the Suicide Prevention 
Center staff in its unique liaison with the coroner's office in Los Angeles 
County. In Chapter 7, Dr. Theodore J. Curphey, Los Angeles County 
Coroner, describes the operations and responsibilities of the coroner's office 
and indicates how the social scientist can play a significant role in obtain- 
ing data relevant to the certification of suicide. Chapter 8 gives some sample 
investigations made by the Suicide Team, focusing on the motivational 
aspects of deaths that are equivocal as to mode. Chapter 9 presents some 
of the reflections about the current taxonomy of death that coroners are 
required to use in their certifications and presents a psychologically oriented 
taxonomy for consideration. 

Chapter 10, rather than describing activities being carried out in the 
Los Angeles community, describes the activities of several agencies that 
are now (or had been) functioning in various parts of the world whose main 
focus is to respond to the suicidal cry for help. 
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The Suicide Prevention Center 


EDWIN S. SHNEIDMAN, NORMAN L. FARBEROW, 
AND ROBERT E. LITMAN 
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ading to more effective suicide prevention 
dent. In 1958, under the purview of a five 
year U.S. Public Health Service project grant (administered through the 
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public health agencies in the Los Angeles area. These activities focus on 
the integration and liaison of the SPC with such other agencies in the com- 
munity as the city health department, the county health department, the 
police department, the Welfare Planning Council, and the coroner's office. 
We shall refer to these activities as the community aspect of the SPC. 
(C) A concomitant SPC goal is to utilize its psychiatric, psychological, and 
Social work data, obtained from a variety of suicidal types, to test various 
hypotheses concerning suicidal phenomena. We shall refer to these activities 
as the research aspect of the SPC. 

The remainder of this chapter will describe in detail each of the three 
major functions indicated above: to save lives, to integrate with other 
agencies within the community, and to obtain important, systematically 
organized data that can be employed in research designs. 


CLINICAL ASPECT 


Obviously, suicide prevention efforts must be directed toward living per- 
sons before they kill themselves. The question arises whether or not there is, 
usually, a preliminary prodromal phase during which the suicide victim 
reveals his self-destructive intention. On the basis of recent studies by 
Robins et al. [6], Dorpat et al. [1, 2], Stengel and Cook [8], Jensen and 
Petty [4], and the SPC [5, 7], it is possible to conclude that the great 
majority of suicides do display a recognizable presuicidal phase. The con- 
cept is proposed that there exists in the community, at any given period, 
a population of persons who can be designated as potentially suicidal or 
presuicidal because they have threatened verbally to commit suicide, or 
have made recent suicide attempts, or have shown certain specific behavior 
changes (e.g. the depressive syndrome or sudden increase in barbiturate 
and alcohol intake) that are prodromal for suicide. Cases for direct anti- 
suicide efforts would come from this group of presuicidal persons on the 
presumption that it would include within it, as a smaller subgroup, a good 
proportion of those who will actually commit suicide. 

Relatively little is now known about the total number, range, and char- 
acteristics of the population of presuicidal persons. At what rate do indi- 
viduals leave this population and new persons enter? What happens even- 
tually to most presuicidal persons? Do presuicidal persons tend to repeat 
suicidal behavior from time to time over the years? Do they usually seek 
help from physicians? What proportion see psychiatrists? If suicide at- 
tempts and suicide threats were made reportable conditions, some major 
gaps in our knowledge could be filled, but, unfortunately, according to Los 
Angeles city and county public health authorities, it is impossible at this 
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time to make these conditions reportable. Meaningful statistics on Tu 
destructiveness can be derived from hospital records only with maximal 
research effort, for there is no code number in the standard nomenclature 
of medical diseases for suicide, suicide attempts, or suicide threats. Rela- 
tively few hospitals use a special code number for suicide or suicide at- 
tempts, whereas others do not designate suicidal behavior in any way on 
the charts but code only the nature of the injury. 

At present, at least three methods are being employed by the SPC to 
obtain needed data on presuicidal persons. These are (A) surveying the 
physicians in the community, using questionnaire and interview tech- 
niques; (B) abstracting large numbers of charts from emergency hospitals, 
general hospitals, and psychiatric hospitals; and (C) accumulating detailed 
case materials at the SPC. In addition, information about persons who 
have committed suicide has been collected through interviews with sur- 
viving relatives, friends, physicians, and other informants, Eventually, it 
should be possible to compare data from four main groups: committed 
suicides, suicide attempts, suicide threats, and nonsuicidal persons. 

Conservatively, as many as six thousand persons make serious attempts 
at suicide in Los Angeles County each year (see Chapter 3). The SPC is 
limited for very practical reasons in the number of persons whom it can 
effectively treat. At present, the primary type of person seen by the SPC, 
although other types are also seen, is a person who has made a serious 
suicide attempt and who is hospitalized on the wards of the Los Angeles 
County General Hospital (LACGH) for medical or surgical treatment 
as a result of the suicidal behavior.! Any typical Monday morning, 
to forty persons who have cut their wrists or throats, shot themselves, 
taken poison, ingested barbiturates, etc., in more or less lethal suicide at- 
tempts may be found on these wards. By and large, persons who have 
attempted suicide are selected by the SPC for help and for study on the 
basis of duplicating proportionately the characteristics 
race, religion, socioeconomic distribution, etc.) of the to 
cide attempters in Los Angeles County. The base line for 
tive sample was ascertained in our inquiry of physicians 
of hospital records (see Chapter 3). The actual selection 
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the patient is interviewed (usually at bedside), and if deemed suitable, 
processing by the SPC staff is begun. The SPC processing of a subject 
usually consists of several steps: (A) work-up, (B) contact with col- 
laterals, (C) staffing, (D) referral, and (E) follow-up. The work-up 
typically consists of two or three hours of psychiatric interviewing, in 
which the psychiatrist develops at least a partial anamnesis and obtains 
something of the circumstances of the suicide attempt and some inferences 
of the psychodynamics of the patient. 

Psychological testing is done with a battery that includes the Thematic 
Apperception Test (TAT), the Make A Picture Story (MAPS) Test, the 
Sentence Completion Test, the Minnesota Multiphasic Personality In- 
ventory (MMPI), and some special tests in which the patient is asked to 
write a personality self-description and either to write a duplicate of his 
suicide note or to compose the suicide note that would have been written. 
At the same time the social worker may be interviewing important rela- 
tives, which may be the spouse, the parents, or the grown children, focusing 
his attention on interpersonal dynamics, potential psychological and finan- 
cial resources within the family, and so on. He is also thinking of ap- 
propriate agencies or persons to whom to refer the patient (and perhaps 
the relative also) for treatment. Each patient processed by the SPC is 
discussed at length (although not presented in person) at a staff meeting in 
which an attempt is made to comprehend the meaning of the suicidal 
behavior for that patient, to understand the intrapsychic and interper- 
sonal context within which the suicide attempt occurred, and then to 
make a realistic referral for treatment. These referrals vary in nature. 
They may include referral for hospitalization (to the LACGH Psychiatric 
Unit, a state hospital, a Veterans Administration hospital, or a private 
hospital); referral to a social agency for family and casework; referral 
to a clinic or to an individual therapist for group or private psychotherapy; 
and, on occasion, referral to the SPC itself for either individual psy- 
chotherapy or dyadic psychotherapy, in which both husband and wife are 
taken into individual treatment at the same time. When referrals are made, 
an attempt is also made to obtain follow-up data so that information can 
be funneled back to the SPC from the treatment resources, thus permitting 
the SPC to continue to evaluate the relative effectiveness of various meth. 
ods of treatments for suicide attempts. 

i As word of the SPC spread (through advertent and inadvertent pub- 
licity), telephone calls, referrals, and consultations concerning persons who 
have threatened suicide have resulted. These calls have come from various 


directors, a psychiatrist-director, two clinical psychologists, 


two psychiatric social 
Workers, a biometrician, and a psychological technician. 
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attention (especially during the early phases of operation) to integrating 
the SPC with other health and welfare agencies in the community. With 
this in mind, exploratory conferences and consultations were held with 
a number of agencies in the Los Angeles area, including the following: city 
health department; county health department; police department; fire 
(rescue) department; Welfare Planning Council; State (of California) 
Department of Mental Health; county general hospital; city emergency 
hospitals; county coroner's office; county medical association; Southern 
California Psychiatric Association; University of Southern California and 
University of California at Los Angeles medical schools; several of the 
local hospitals. There was unanimous encouragement and offers of gen- 
eral cooperation. Another result was that LACGH, to whom the SPC owes 
special thanks, provided office space. As it turned out, these conferences 
were wise precautions for still another reason. In the course of early SPC 
activities a number of calls came to these community authorities, inquiring, 
sometimes suspiciously, about the SPC and what it was doing. Once again 
we were impressed with the fact that suicide is a taboo and sensitive subject. 
During the first year of activity, the SPC was in touch with more than fifty 
community agencies and resources in its efforts to help patients. Once they 
had checked and discovered that the SPC was reputable, every one of 
these agencies was cordial and cooperative and helpful to the best of its 
ability. Several social agencies reversed a policy of the past of not dealing 
with suicidal persons and worked with the patients that we referred to 
them. Subsequently, the SPC has received numerous requests for informa- 
tion and brief consultation and acted as a referral service for many cases. 
The SPC has been asked for consultation opinions on such issues as the 
following: What should a telephone operator or intake social worker say 
to persons who threaten suicide over the phone? How should a suicide 
occurring on a psychiatric ward be handled with the other patients and 
medical personnel? How can we predict when recovering suicidal patients 
are ready for discharge? Representatives of the police and fire departments 
have requested further guidance in their activities with suicidal persons, 
and there have been numerous questions about emergency 24-hour service, 
We have considered methods for establishing a 24-hour emergency psy- 
chiatric service for suicidal persons but are not at this point able to man- 
age it financially, 

In the workaday activities of the SPC, it has become increasingly clear 
that when any organization attempts to deal with the problems of suicide 
in à metropolitan community, it does well to have Secure relationships with 
health, welfare, and governmental agencies within that community, 
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One aspect of the SPC's work with community agencies is unique enough 
to merit separate description; namely, the relationship with the county 
coroner's office, and especially with the coroner himself, Theodore J. Cur- 
phey, M.D. (see Chapter 7). As background data, it might be mentioned 
that equivocal cases of “accident-suicide” constitute an important problem 
area in the coroner’s case load. These are cases in which the cause of death, 
as supplied by the coroner’s toxicologist or biochemist or microscopist, 
may be completely clear (as, for example, a lethal dose of pentobarbital), 
but the mode of death, whether accident or suicide, for example, may not 


be clear at all. The sine qua non for suicide is, of course, the intention to 
destroy oneself, and intention 


Coroner Curphey felt that thes 
Social work) 


Eg E xtrapolating over the last days 
of his life. The empiri SPC staff are reviewed with 
d “psychological autopsies,” 


Professional significance 
mental health implications: Monstrated its use in further- 
ing the mental health of the survivors of the deceased. This development 
is discussed by Dr, Curphey in Chapter 7, and some cases illustrative of 

> SPC with the Coroner’s office are Presented in Chapter 8. 
An Important aspect of community relations has been the dissemination 
of information about the SPC, Members of the SPC Staff have given lec- 


t thi » 
ures within the communit Orkshops for professional 


vision programs con- 


en i 
correct commonly believed » ic: Papin the da o 
reality, false. Taken together T ane h 
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cause erroneous beliefs about suicide can have extremely serious conse- 
quences. This list of mistaken notions includes the following: 

1. People who talk about suicide won't commit suicide. Our own studies 
have shown that, in one group of persons who had committed suicide, fully 
three-fourths, or around 75 per cent, had previously either attempted or 
threatened suicide or both. This means that, whether the suicidal act is an 
attempt or a threat, statistically it must be taken seriously. 

2. Suicide happens without any warning. One of the most important 
results of our own studies and of others (like that of Dr. Eli Robins and 
his associates, in St. Louis) is that the suicidal act generally does not occur 
suddenly without warning beforehand, but rather that the suicidal person 
has given many clues, warnings, and indications of his intentions. Alertness 
and sensitization to these clues will help prevent suicidal behavior. 

3. Improvement after a suicidal crisis means that the suicide risk is over. 
Our investigations have shown that almost half the persons who were in a 
suicidal crisis and subsequently committed suicide did so within 90 days 
of having passed the emotional crisis and after they had seemed to be on 
the way to recovery. This is a critical period during which physicians, rela- 
tives, and others must be especially cautious and watchful. Improvement 
is often confused with this (dangerous) increase in psychomotor energy. 

4. Suicide and depression are synonymous. The statement “I can't under- 
stand his doing this, he didn't act like he was unhappy" points to the 
commonly mistaken belief that suicide occurs only when depression is 
present. Many suicides show agitation or anxiety, psychosis, organic im- 
pairment, or other symptoms. There are other roads to suicide than the 
avenue of depression. Depression, however, does remain the best single 
indication of potential suicide. 

5. All suicidal persons are insane. Our study of over 700 genuine suicide 
notes indicates that, although the feelings expressed are often intense, dis- 
turbed, and varied at the time of the suicidal act, just as frequently the 
quality of reasoning, judgment, and logic expressed is sound, provided the 
basic premises are accepted. A large minority of suicides, usually older 
persons in physical pain, are logical and rational and not psychotic. The 
Majority of persons who commit suicide are tormented and ambivalent: 
i.e., they are neurotic or have a character disorder, but are not insane, It 
is circular reasoning to say that suicide is an insane act, and therefore all 
suicidal persons are insane. . 

6. Suicide is a single disease. It becomes almost imm 


ediately apparent 
that suicide is expressed in various forms and shapes, It a 


Ppears in all ages, 
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in both sexes, and in all economic levels, If we view suicide as the ultimate 
self-destruction, it becomes possible to see this can occur in many degrees, 
with different meanings, with multitudinous motivations, with rim 
degrees of lethal intent. The first major task in any thoroughgoing scientifi 


study of suicide is the development of a taxonomy or classification of types 
of suicides. 


7. Suicide is immoral. Dublin and B 


to Be [3] and Glanville Williams in his book The Sanctity of Life and the 


Criminal Law [9] give extensive accounts of the ways in which the atti- 
tudes toward suicide have chan 


cally, and religiously. The Gre 
tures have sanctioned it, and i 


unzel in their book To Be or Not 


iately apparent that whether 
or not one thinks of suicid i on the time and place 


ppens to live, Apparently behavior and customs are 


r universa], 
8. Suicide can be controlled by legislation. 


neither eternal no 


ay have two opposite effects: a person may 
really kill himself and not 


the curse of the poor” or 
MIC writ, 


3 ers have Seemed to i 
almost exclus ly with Socioeconomic 
Struggle of the p 
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RESEARCH ASPECT 


It is a manifest truth that there is a fundamental relationship between 
Clinical practice and research; clinical practice is improved largely through 
the findings of research efforts. A total program on suicide must therefore 
not only save lives today but investigate why persons take their lives, 
50 that suicidal behavior can be prevented in the future by increased knowl- 
edge concerning its causes. In line with this reasoning, the SPC (while 
primarily a lifesaving agent) has built within its operations carefully de- 
signed research procedures. With this in mind, a specific proportion of staff 
time is devoted to basic research activities. The data for these studies 
consist of suicide notes, details of the psychiatric case histories, psychologi- 
cal tests, social service data, information from the coroner's office, ecologi- 
cal and sociological data from the community, etc. (Names of subjects are, 
of course, never used.) We have been able to formulate a number of Specific 
hypotheses to be tested, and to date the general results of this procedure 
seem to be promising. 

As indicated above, case histories and anamneses are obtained from pa- 
tients and significant relatives and friends by the professional staff mem- 
bers, and a battery of psychological tests is administered by a clinical psy- 
chologist. Much of the information obtained is coded and punched on IBM 
cards for statistical analysis. In addition, the primary staff member involved 
in each case completes a standard 100-item true-false form of personality 
inventory for every case processed. We have been particularly interested 
in evaluating the degree of suicide danger through such indicators as the 
psychiatric diagnosis, the effects the patient's communication has on others, 
the meaning to the patient of his self-destructive behavior, the actual 
lethality of his behavior, the prominent dynamics, and the self-image 
(see Chapter 5). Possibly, with the aid of computing machines, we will 
be able to construct formulas or evolve regression equations for reducing 
these diverse and complex data to a relatively few comprehensive indices 
of suicidal danger. 

There are also some control data. Persons who have attempted suicide 
and who are hospitalized in the LACGH but cannot be seen by the SPC 
Staff automatically become the nonseen (control) cases in the Over-all ac- 
tivity of the SPC. These cases make it Possible to evaluate the effective- 
ness of this activity. It should be pointed out that the treatme 
by the SPC at the LACGH is, of course, in addition to any t 
Proferred by the hospital. 

The SPC is in the pivotal position of being painfully aware of the many 
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needs within the community in relation to suicide prevention. Thiere e 
many techniques of active suicide prevention that cannot be employ S 
present because of limitations of staff time, and there are many pee 
research leads that cannot be followed for the same reason. One WAR ; 
expand our activities would be to obtain additional sources of rein 
support. Recently, a separate organization, Suicide Prevention Center, It 

corporated, was established specifically as a nonprofit organiz 


ation eligible 
to receive tax-exempt donations. 


After a few years' operation, we believe that some general benefits of à 
suicide prevention center can be listed. These include the fo 


1. Some presuicidal persons receive lifesaving treatment 
who might not otherwise get treatment, 


2. Much needed data, especi 
suicidal persons, are collected a 
3. The functioning of a nu 
resources, where they are conc 
smoother handling of presuicid, 
4. Educational information 


llowing: 
and/or referral 


ally longitudinal studies of the lives of pre- 
nd analyzed. i 
mber of different agencies and community 


erned with suicide, is facilitated, leading t° 
al persons. 
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al activities, such as a psychiatr! 
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is civilization. d 
ilt into our oar 
= price we pay for our prized individual freedo 

to dispose of our lives as w. 


ff, Tecognizing the im i a 
po a portant research function o 
seminating information as part of the total SPC activity, h 
active 1n presenting and publishing pr i 
lications to date of the spc Staff inclu 
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Farberow, N. L., and E. S. Shneidman: A study of attempted, threatened, and com- 
pleted suicide, Journal of Abnormal and Social Psychology, 50: 230, 1955. 
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Statistical Comparisons between 
Attempted and Committed Suicides 


EDWIN S. SHNEIDMAN AND NORMAN L. FARBEROW 


The purpose of this chapter is to present the comparative results of a 
survey of persons who attempted suicide and persons who committed sui- 
cide, specifically during the year 1957 in Los Angeles County. Because the 
data on attempted suicides for a large-scale metropolitan community have 
been heretofore relatively unavailable (most of the data on this group has 
been obtained from selected and unavoidably biased sample populations), 
the characteristics of suicide attempters have generally had to be inferred 
or extrapolated. This survey, however, presents some empirically derived 
data about attempted suicide and, in addition, by virtue of obtaining similar 
data on the person who committed suicide in Los Angeles County during 
the same period, permits a number of comparisons between the two groups. 

In the scientific literature, the terms suicide and suicidal are often found 
to have varied and ambiguous meanings. The greatest confusion seems to 
exist between two specific implications of the term, namely, suicide meaning 
(A) killing oneself (ie., committing suicide) and (B) injuring oneself 
in a suicidelike way with more or less lethal intention (ie., attempting 
Suicide). Many examples of scientific studies can be given in which non- 
Suicidal subjects are contrasted with suicidal subjects, the latter consist- 
ing of both attempted and committed cases. In these instances, the implicit 
assumption is that there are no important differences between the at- 
tempted and committed groups, the two somehow being rendered similar 
by the semantic blanket of the word suicide. On the other hand, some 
Writers [5, 9] have pointed out that it is dangerous to make assumptions 
about the relationships between attempted and committed suicide, in that 
one cannot a priori assume either that they are the same or that they are 
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different, Although there are several noteworthy surveys of anrs 
suicide, the data on attempted suicides are much more sparse. This phia i 
bly so because fairly accurate data for attempted suicides are lr weh y 
difficult to come by, whereas statistics for committed suicides are relatively 
easy, often misleadingly easy, to obtain. f .. 
The sociological approach to the explication of data on committed suicide 
is, by now, a time-honored tradition. It includes what is probably the Dest 
known single work on the topic of suicide, Durkheim’s Le Suicide I4]. which, 
when it was published in France, in 1897, established a model for socio- 
logical research generally. There have been many subsequent studies of 
this genre. Some of the best known of these are the monographs or books 
on committed suicide by Cavan [1], Schmid [11, 12, 13], Sainsbury [10], 
Yap [24], Henry and Short [6], and the compilations of Dublin and 
Bunzel [3]. All these fall within the ecological tradition of taking a plot 
of ground—a city or a country—and figur: 
its map several times to show its sociall 
shaded) areas and their many relations 
that it might be a fund 
the characteristics of 
as those of the populat 
(1958) 
to five 


atively or literally reproducing 
y shady (and topographically 
hips to suicide rates, We believe 
amental methodological error simply to assume that 
the population that commits suicide are the same 


ies in obtaining relia- 
in large part because 
eir own attempts oF 
erhaps the best sources 

and hospitals in a large metro- 
politan community. This is the task to which we, in the study being re- 
- Our own motivation in making 
was to obtain a base line for our operations 
of subjects at the SPC would represent pro 
ed suicides in the Los Angeles community. 
h completed suicides and attempted suicides 
Suicides, the data were obtain oe SF BS pri empe 


this study of 
at the SP 
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tended by a physician for 90 days must be certified by the coroner’s office, 
Equivocal cases of suicide (as in deaths by marginal doses of barbiturates 
in an apparently nonsuicidal person) are currently investigated by the 
Suicide Team of the SPC, as described in Chapters 2 and 7. In 1957, the 
certification of suicide was made solely by the coroner and his deputies and 
may contain unknown errors. Nonetheless, our procedure was to search 
the coroner’s records, make a note of each person indicated as having com- 
mitted suicide in 1957, and then examine each folder, abstract each case, 
and translate the data onto our forms. For each case, information was 
obtained in the following categories: sex, age, race, nativity, marital status, 
occupation, time in the Los Angeles community, method of suicide, presence 
or absence of suicide note, serology (especially ethanol), with whom the 
victim had been living, the type of dwelling (house, apartment, hotel, etc.) 
and the address. 

For the attempted suicides, the sources of our data were three: (A) the 
physicians in the Los Angeles area, (B) the total records for 1957 of the *(> 
Los Angeles County General Hospital, and (C) the 16 Los Angeles munici- 
pal emergency hospitals. We shall describe the data obtained from th 
physicians first. This type of study, we believe, had never been done before 
The greatest untapped source of information about attempted suicides, we 
thought, was the physicians in the community. It was thought that proba- 
bly the majority of persons who attempted suicide were seen by their 
personal or family physicians, were treated medically, and were returned 
to their routine functioning in the community without any information 
being recorded in any official document in the community. Our experience 
in the investigation of committed suicides at the SPC supported this notion. 
Other investigators too have pointed out that large numbers of suicidal 
persons had been treated by their family physicians (Dorpat et al. 12], 
Motto and Greene [7], Robins et al. [8], and Vail [20]). 

Working closely with the two medical associations in Los Angeles County, 
we contacted each of the 6,602 Doctor of Medicine (M.D.) members of 
the Los Angeles County Medical Association and each of the 1,534 Doc- 
tor of Osteopathy (D.O.) members of the Los Angeles County Osteopathic 
Society. Our letter, describing the project and asking their cooperation, 
was accompanied by a cover letter from the president of the respective 
organization which, in the case of the LACMA, stated as follows: “The 
purpose of this letter is to endorse the enclosed project, which is concerned 
with the problem of suicide prevention in Los Angeles County. The plan 
for this project was presented to the Council of the Los Angeles County 
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Medical Association and has received its unqualified "rei apd aonb 
urged to cooperate with this project, the results of iren Wil be opa ": 
important to the community and to all physicians." We iren : per: 
asking each physician to report “the total number of individuals E 
professionally because of an actual suicide attempt, from Jan. 1, 1957, 
to Apr. 30, 1958? In the cover letter, suicide attempt w. 
an actual act (such as cutting wrists or ingesting b 
not to include either suicide threats or any cases 

did not survive the attempt, so as to avoid any 

coroner's data. Further, if the number of such cases s ; 
it was requested that the card be returned (with the number zero on it) 
so that a complete tabulation might be made. All this mail material was 


sent out by Addressograph, and addressed, stamped envelopes were pro- 
vided for the return mail. 


The percentage of returns can 
to M.D.s, we received over 
letters to D.O.s, we receive 
of response to a mail sur 
reflects the interest in th 
Sponses and number of pa 


as defined as 
arbiturates) and was 
in which the subject 
duplication with the 
een in 1957 was zero, 


be commented upon. Of the 6,602 letters 
3,000 responses (77 per cent), and of the 1,534 
d over 1,000 responses (66 per cent), This kind 
vey from physicians is in itself noteworthy and 
is topic. The exact breakdown of number of re- 
tients reported is given in Table 3-1, 


REPORTED, Los ANGELES County, 1957 


Average 
Number of 
Zero One or More Attempted Estimate of 
Attempted Attempted Suicides Attempted 
Suicides Suicides Seen by Suicides 
Returned Reported Reported Physicians Treated * 


Letters Cards 
Group Sent Out 


DO. 1,534 1,004 (66%) ^ 679 325 2.22 826 
MD. 6602 5,048(77%) — 3,665 1,383 
Total 8136 % 


a He " 

: The letter Was Sent out to Physicians in May, 1958, The numbers and ercentages 
o attempted suicide reported in this paper are Proportionate (twel E hs) io 
estimate the data for the 12 months of 1957 in ora, wep eeenths) 


cr to compare them with other data. 
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As these cards were returned to us, we followed the response by sending 
each physician who had reported one or more suicide attempts one ques- 
tionnaire for each attempted suicide that he had reported. The questions 
to be answered for each patient were sex, age, race, religion, date of suicide 
attempt, marital status, previous contacts with physician, previous suicide 
attempts, method of suicide attempt, whether other physicians were in- 
volved, whether the patient was hospitalized for the attempt, what reasons 
the patient gave for the attempt, the disposition by the physician, medica- 
tion, how the patient was saved, the physician’s rating of the seriousness 
of the attempt, the patient’s occupation and estimated income, the patient’s 
approximate address, and the nature of the physician’s own practice; the 
patient’s name was not asked. The number of returns from these ques- 
tionnaires is indicated in Table 3-2. 


TABLE 3-2 
NUMBER OF QUESTIONNAIRES RETURNED BY PHYSICIANS ON 
ATTEMPTED SUICIDES, Los ANGELES County, 1957 


Number of Number of Number of Number of 
Questionnaires Physicians Patients Questionnaires 
Group Sent Out Replying Reported Used * 
Yh ss 
D.O. 302 178 263 163 
M.D. 1,287 461 714 470 
Total 1,589 639 977 633 


* This column represents the total number of usable questionnaires on the basis of 
the completeness of information contained within them. 


As indicated above, other than physicians, our sources of information 
about suicide attempts in Los Angeles were the county and city hospitals. 
Los Angeles County General Hospital is an approximately 3,000-bed gen- 
eral, medical, surgical, and neuropsychiatric hospital. A large number 
of patients who attempt suicide are taken, usually by emergency ambulance, 
to LACGH. The files of all patients discharged from this hospital in 1957 
with the diagnosis of attempted suicide were examined, and the necessary 
data were abstracted. The names of patients who were identified as having 
come from the emergency hospitals were eliminated from the tabulation in 
order to eliminate duplication. In all, 494 cases of attempted suicide (210 
men and 284 women) were obtained. 

The Los Angeles city emergency hospital System has a large central 
receiving unit and 15 branch hospitals scattered throughout Strategic areas 
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of the city to treat the many and varied emergency cases es m 
large metropolitan community. Over 200,000 records for 1957 T So 
vides examined for all cases marked either suicide attempt or poss 
suicide attempt and all cases where the injury seemed to indicate 
attempt (such as wrist cutting or ingestion of lye in E 
tinent available data were abstracted. Since these hospitals are emer — 
in nature, the amount of data available from their records was necess: ily 
brief, but information for 1,525 suicide attempts for 1957 (408 males om 
1,027 females) was obtained. Thus the total number of attempted suicides 
found for 1957 was 5,906; 3,887 reported by physicians and 2,019 obtained 
from the records of the county and city hospitals. 

How thoroughly do these figures represent I 
There are two main sources of error to be k 
those persons who attempt suicide and who never reach 
hospital, either because their wounds or their illne 


to bring them to the attention of a physician or because they somehow 
obtain family care or self-care; second, there are a number of small private 
emergency hospitals scattered throughout the cit 
in this report. To have gone to their fi 
expenditure of time and effort. Over 
number treated in them w 
the letter to the physician, 


a suicidal 
an adult), and the per- 


-os Angeles County for 1957? 
ept in mind. First, there are 
a physician or à 
ss are not severe enough 


y that are not represented 
les would have entailed inordinate 


obtained in response to 
aff these hospitals. So far 


as number 15 
few addition 


lieve, a fair but 


of attempted suicides in 
Los Angeles County in 1957, 

In 1957, there were, according to the official records of the coroner's 
Office, 768 persons who commit 


Presented a slight in- 
St decade but a slight 
al Population. ) During this 
Suicides reported to us by 
S was 5,906. The ratio of 


committed suicides was 7.69:] (5,906:768) or ap- 
j ? 


35 possible to obtain 


mpted suicides known to have oc- 
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TABLE 3-3 
PERCENTAGE DISTRIBUTION BY SEX OF SOCIOLOGICAL FACTORS 
FOR COMMITTED AND ATTEMPTED SUICIDES 
IN Los ANGELES County, 1957 


Committed Suicide, €; * Attempted Suicide, Co * 


E s m 
9 38 g = 8 
Sociological Factors i ll " i I i 
S s Ë & s & 
2 = 3 2 3 3 
S £ È S à È 
Sex 70 30 100 31 69 100 
Race 
Caucasian 94 98 95 89 ss 89 
Negro 3 1 3 8 7 8 
Oriental 2 Esa 1 1 1 1 
Other and don't know 1 1 1 3 3 2 
Age 
10-19 2 1 1 6 8 8 
20-29 10 9 9 27 29 28 
30-39 19 21 20 27 28 28 
40-49 21 25 23 17 18 17 
50-59 20 19 20 12 8 9 
60-69 14 18 15 5 4 4 
70-79 9 7 9 2 2 2 
80-89 4 1 3 1 o 0 
90 and over 0 0 0 0 0 0 
Don't know 0 0 0 2 3 3 
Marital Status 
Single 15 9 13 32 21 25 
Married 53 48 52 46 58 54 
Divorced 13 14 13 7 y 5 
Widowed 6 20 11 3 4 4 
Separated 8 7 8 6 5 g 
Other and don't know 4 2 4 F 5 5 
Occupation 
Professional 7 8 7 4 3 4 
Semiprofessional 3 0 2 3 1 2 


* See page 27 for footnote. 
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TABLE 3-3 
PERCENTAGE DISTRIBUTION BY SEx or SocroLocicat Factors 
FOR COMMITTED AND ATTEMPTED SUICIDES IN 
Los ANGELES County, 1957 (Continued) 


ee E vd uten gn 
Committed Suicide, % * Attempted Suicide, o 


/ 


= | 
ex E E | 
ry a T E a S 
+ 5 N N 
Sociological Factors F i 1 " 1 il | 
5 ¢ Š 5s 3 S 
s 2 8 8 P BJ 
White-collar 14 3 11 7 1 2 
Clerical 4 13 6 3 9 7 
Skilled 17 3 13 19 4 9 
Semiskilled 12 2 9 12 7 8 
Unskilled 25 10 20 15 6 9 
Student 2 0 2 2 3 3 | 
Housewife 0 50 16 1 45 31 | 
Don't know 6 44 6 28 19 22 
Religion 
Protestant 1 1 1 
Catholic 2 1 1 
Jewish 1 1 1 | 
Other 1 1 0 | 
Don’t know 95 97 96 l 
Nativity ; | 
North America "82 a4 83 | 
Mexico 1 1 1 | 
Scandinavia 1 1 1 
Italy and Spain 1 0 1 | 
Europe (outside Scandinavia, 
Ttaly, and Spain) 11 10 19 
Orient 1 0 1 t 
Other 1 2 1 | 
Don’t know 2 2 2 | 
Subject living with | 
Spouse 44 42 44 


* See page 27 for footnote, 


— 


Comparisons between Attempted and Committed Suicides 27 


TABLE 3-3 
PERCENTAGE DISTRIBUTION BY SEX OF SOCIOLOGICAL FACTORS 
FOR COMMITTED AND ATTEMPTED SUICIDES IN 
Los ANGELES County, 1957 (Continued) 


Committed Suicide, % * Attempted Suicide, % * 


zs MEN 
eo 
g 358 g = & 
Sociological Factors 1 ll i " I 7 
£s S S a S 
x = 3 3 E 3 
5 « £ 3 & Š 
Parents 5 3 4 
Siblings 1 2 2 
Progeny 1 7 3 
Friends 2 2 2 
Self 22 20 21 
Other 4 7 5 
Don't know 21 17 19 
Was subject referred for 
subsequent treatment? 
Yes 44 63 53 
No 1 3 2 
Don’t know 55 35 44 
To whom was subject referred? 
Psychiatrist 45 20 25 
Psychologist 2 1 
Social services 1 3 3 
Medical services 3 2 2 
Other 4 4 4 
Don't know 32 28 29 
Hospital 15 41 36 


* All figures add up to 100% (approximately) within each subcategory, 
SOCIOLOGICAL DATA 


The sociological data will be discussed in separate Categories, as pre- 
sented in Table 3-3, and will include sex, race, age, marital status, occupa- 
tion, religion, and nativity. 
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Sex 


'The difference in the percentage distribution between the two sexes is 
a most striking one: for committed suicides the percentage of males and 
females are 70 and 30, respectively, whereas for attempted suicides the per- 
centages for males and females are 31 and 69—an almost exact reversal. 
These proportions of male to female (approximately 214:1 for committed 
suicide and 1:214 for attempted suicide) are Somewhat lower than many 
of the estimated proportions suggested by other investigators (4:1 and 1:5 
for “commits” and “attempts,” respectively). These figures also contain 
interesting implications, especially in regard to the percentage of attempts 
who go on to commit suicide (and, conversely, the percentage of commits 
who have previously attempted suicide). From our previous work with male 
veterans (hospitalized in Veterans Administration neuropsychiatric hos- 
pitals) we have found th t of persons who committed 


ed it. It would appear that 
bsequently commit suicide is 
that individual instances of 
by and large, quite differently in 


ntage of females and 
be evaluated, 


twenty-seven for females, 
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are relatively rare compared with commits (6 versus 27 per cent). There 
are more attempts among both sexes in their twenties and thirties than 
there are commits (56 versus 29 per cent). Indeed, more than three times 
as many females in their twenties attempt suicide rather than commit it 
(29 versus 9 per cent). In general, the older the person, the more likely 
that suicidal behavior will have lethal consequences. (It is well known 
that suicide rate, especially in males, goes up with each decade after age 
fifty.) 

Some additional specific details about age can be given. The number 
of males (as contrasted with females) who kill themselves remains rela- 
tively high as one goes into the upper age bracket, even in the eighties. 
This, of course, would indicate that the rate for males goes up in Los 
Angeles County, as it does in the national statistics. At the other extreme 
it is of some sad interest to note that 11 of the 768 committed suicides (1 
per cent) were age nineteen or younger, the youngest being eleven. How- 
ever, among the attempted suicides, as much as 8 per cent of the attempts 
occurred below age twenty, and of these, about 1 per cent occurred below 
age fifteen. At around age forty there are about three times as many at- 
tempts by females as by males, but this ratio decreases until the numbers 
are about the same at age seventy and over, Among the committed suicides 
only 10 per cent occur below age thirty, whereas 36 per cent of the at- 
tempted suicides occur below this age; further, less than one-third of the 
committed suicides (30 per cent) have occurred before age forty, whereas 
two-thirds of the attempted suicides (64 per cent) have occurred before this 
age. Conversely, one-fourth (27 per cent) of the committed suicides occur 
after age sixty, whereas only 6 per cent of the attempts occur after this 
age. 


Marital Status 


Even discounting the percentages of both attempts and commits who 
are in their teens and twenties, it is still surprising to see the relatively 
large percentage of both attempts (54 per cent) and commits (52 per 
cent) of both sexes who are married. However, in Los Angeles County, 64 
per cent of persons of all ages are married, so this category contributes 
proportionately less than its share. Proportionately fewer single persons 
(13 per cent) commit suicide (there are 19 per cent single persons in Los 
Angeles County), but proportionately more single persons attempt suicide 
(25 per cent). The divorced and separated groups contribute dispropor- 
tionately to the committed suicides (13 and 8 per cent, respectively) as 
compared with these categories in the population of Los Angeles County 
(5 and 4 per cent, respectively). The divorced and Separated groups among 
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the attempted suicides are approximately the same as the Los Bangles 
County population (7 and 5 per cent, respectively ), Widowed — E 
counted for 11 per cent of the committed Suicides and 4 per cent o t ae 
attempted suicides, as compared with 9 per cent in the county pare 
indicating that the widowed generally are more lethal in their pend 
activity. It is of further interest to note that about five times as many 
widows commit suicide as attempt suicide (20 versus 4 per cent), whereas 
about twice as many widowers commit suicide as attempt suicide (6 versus 
3 per cent). 

When the attempts are compared further with the commits, we see that, 
although about the same percentage of each are married, about twice as 
many single persons attempt as commit suicide (25 versus 13 per cent). 
The divorced, Separated, and widowed groups commit suicide twice as 
often as they attempt it (32 versus 16 per cent). It seems probable that 
the losses and disturbances in dyadic relationships occurring among the 
older groups, where more divorced, separated, and widowed appear, are 
also more likely to result in more lethal suicidal behavior. 


Occupation 
The commits and attem 
if the percentages of 
attempts and commits 
to be the same, This s 
tained percentage of 


pts seem essentially similar in occupation; i.e., 
males and females in each oc 
are compared, 
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s) would distribute it: 
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TABLE 3-4 
PERCENTAGE DISTRIBUTION BY SEX IN OCCUPATIONS IN 
Los ANGELEs County (1950 CENsus) 


Occupation Male,% Female, 95 Total, % 


—_— a 


Professional, technical, etc. 12 14 12 
Farmers, farm managers 1 1 
Managers, proprietors 15 6 12 
Clerical 7 32 15 
Sales workers 10 9 9 
Craftsmen, foremen, etc. 22 2 16 
Operators, etc. 18 16 17 
Private household workers 1 7 ý 
Service workers, except household 7 12 9 
Farm laborers, unpaid family workers 0 0 0 
Farm laborers, except unpaid laborers and 

foremen 1 239 1 
Laborers, except farm and mining 6 at 5 
Not reported * 1 1 1 


* Nonlabor force is not included above. Percentages do include housewives, students, 
and retired persons. 


find only 9 per cent of the commits in these groups, so in Los Angeles it 
appears that the higher status groups do not provide a higher proportion 
of committed suicides, as has been stated elsewhere [3]. As the data from 
the various socioeconomic areas in Los Angeles County (as shown in Table 
3-7) also indicate, the commission of suicide is neither the rich man’s curse 
nor the poor man’s disease. 


Religion 


The death certificate (and other data in the coroner’s office) in California 
does not indicate religion. Sometimes one can make a rather astute guess 
from the name of the cemetery or mortuary, but this is not always so. Our 
data on religion for the committed suicides are predominately in the “don’t 
know” category, and thus no comparisons between commits and attempts 
are possible. This (we rationalize) may be just as well, inasmuch as the 
question of religious affiliation is by no means so simple as some writers 
seem to have assumed it to be. Take, for example, the deceivingly simple 
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question: Is the person a Catholic? Does one mean: Were his epa 
Catholic? Was he baptized a Catholic? Is he currently —— woes 
confession? Does he himself have questions and doubts about — = 
Especially in this area, simple tabulations along a single dimensi 

mask a great deal of meaningful data, 


Nativity 


P CM in 
The place of birth of those who attempted suicide was not indicated ir 


sufficient number, so comparisons with committed suicides cannot be mes 
Among the commit group, over 80 per cent were born in the United states, 
and the next highest single percentage, around 10 per cent, were born In 
European countries other than Italy, Spain, or Scandinavia. 


With Whom Was the Subject Living? 
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suicide, serology, method of suicide, presence of suicide note, seriousness 
of suicidal action, and “reason” for suicidal behavior. For the last two 
rubrics, the information for the attempted suicides is for only those cases 
reported by the physicians, inasmuch as these data were not available from 
municipal and county hospital records. 


Month of Suicide 


The data do not show any significant temporal variations in suicidal 
phenomena by month. February is the lowest month (5 per cent), and 
most other months vary between 8 and 9 per cent. Although December 
and January have the highest percentages (11 and 10 per cent, respec- 
tively), the variation is not significant. Among the attempted suicides, the 
lowest month is April (5 per cent); most other months again vary between 
8 and 9 per cent. 


Day and Hour of Suicide 


There does not seem to be any significant variation for either committed 
or attempted suicides in terms of the day selected for the suicidal behavior. 
Our data do not bear out the notion of “blue Monday” or any other single 
day as being a peak period for suicidal behavior. (Although it is one of the 
greater frequency days for attempts, it is one of the lower frequency days 
for committed.) As for the hour when suicides are committed or attempted, 
there are not sufficient data to warrant any conclusions. 


Method of Suicide 


On an a priori basis, one would expect differences in the methods used by 
persons who die and persons who do not, and these differences are found 
empirically. By and large, suicidal methods can be divided into two groups: 
those in which the point of no return is reached precipitously, and those 
in which the point of no return is reached gradually. The former, which 
include gunshot wounds, hanging, and jumping, are identified almost ex- 
clusively with committed suicide, whereas wrist cutting and throat cutting 
are identified almost entirely with attempted suicide. There are some ex- 
ceptions: carbon monoxide poisoning, although not precipitously effective, 
is, for males, the third cause of suicidal deaths after gunshot wounds and 
hanging. A second major exception is barbiturates, which occupies an 
important role as a method in both attempted and committed suicides. For 
women it is clearly the first method for both attempted and committed 
suicides; for men it is the first-ranking method for attempted suicides and 
the fourth-ranking method for committed suicides, As indicated above, 
there are marked sex differences in method for committing suicide. Males 
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TABLE 


3-5 


ERCENTAGE DISTRIBUT Y SEX OF SUICIDE DATA FOR COMMITTED AND 
Com 

DISTRIBUTION BY SEX O 

P S ) 


= 2 NTY [! 57 
ATTEMPTED SUICIDES IN Los ANGELES CouNnTY, 1957 


Suicidal Factors 


Month of suicide 
January 
February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 

Day of suicide 
Monday 
Tuesday 
Wednesday 
Thursday 
Friday 
Saturday 
Sunday 
Don't know 

Time of suicide 
6 A.M.—12 noon 
12 noon-6 P.M 
6 ?.M.-Midnight 


* See page 36 for footnote, 
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Committed Suicide, % * Attempted Suicide 
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PERCENTAGE DISTRIBUTION BY SEX OF SUICIDE DATA FOR COMMITTED AND 


ATTEMPTED SUICIDES IN Los ANGELES County, 1957 (Continued) 


Committed Suicide, % * 


Attempted Suicide, % * 


S x a S 
9 8 8 S oc € 
Suicidal Factors pe I T es Il pes 
ll 3 u ll E3 I 
= 2 = = S = 
2 = 3 S = 3 
* $ à 3 $ à 
Midnight-6 P.M. 8 7 8 
Don't know SL 60 53 
Method of suicide 
Cut wrist 1 o 1 20 12 15 
Cut throat 1 3 2 6 2 3 
Gunshot, head 35 14 29 2 er 1 
Gunshot, other 6 4 6 3 1 2 
Barbiturates 13 46 23 34 54 48 
Poisoning 4 6 4 9 9 9 
Hanging 16 7 13 2 1 1 
Jumping 3 4 3 1 1 1 
Drowning 1 4 2 0 0 0 
Carbon monoxide, auto 14 6 11 2 x 1 
Illuminating gas 2 2 2 4 3 3 
Stabbing 1 I 1 1 1 1 
Other and don’t know 3 2 3 15 17 16 
Suicide note 
Yes 35 39 36 2 1 1 
No 65 61 64 98 99 99 
Serology at death 
Ethanol absent 28 23 25 
Less than 1.5 ethanol 11 4 9 
More than 1.5 ethanol 13 7 9 
Don't know, ethanol 2 1 2 
Barbiturate present 9 33 20 
2 2 2 


Poison present 


* See page 36 for footnote. 
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ATA FOR COMMITTED AND 
TY, 1957 (Continucd) 


Com 


= D 
z 5 
Suicidal Factors ll ES 
= oZ 
Carbon monoxide present 9 3 
Combinations (of above) 5 9 
Don't know 21 18 
Seriousness of suicidal action 
Really wanted to die 
Undecided; left Survival up 
to chance 
Expected to be saved, did not 
intend to die 
Don't know or not indicated 
"Reasons" indicated for suicidal 
action 
Ill physica] health 26 20 
Ill mental health 9 18 
Love affair , 2 1 
Jealousy, anger, rage © 1 3 
Death of other 2 5 
Loneliness 1 1 
Marital difficulties 15 9 
Business, employment, finances 8 1 
Psychological depression 13 16 
Guilt over Sexuality 0 0 
Other anq don't know 23 26 
How subject y 


was Saved 

Subject asked Someone for help 
or came for help 

Someone Stopped Subject 

Someone found subject 


* All figures add up to 100% 


mitted Suicide 


768) 


—N. 


Total (n 


* Attempted Suicide, % Si 


z e 
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3 27 29 
23 — 19 20 
25 40 37 
6 umy M 
8 4 5 

4 3 5 
2 3 4 

1 1 1 

2 1 1 

1 2 2 

11 29 m 
10 1 3 
9 20 18 

1 1 1 

51 as 38 
18 26 24 
9 10 10 

72 64 65 


(approximately ) in each subcategory 
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use guns 41 per cent of the time, whereas women use them only 18 per cent 
of the time. Women use barbiturates 46 per cent of the time to kill them- 
selves, whereas men use them 13 per cent of the time. Men also use hang- 
ing and carbon monoxide poisoning more often than women. Among the 
attempts, males use cutting (26 versus 15 per cent) and guns more often 
(5 versus 1 per cent) than females. Women use barbiturates more often 
than men (59 versus 34 per cent). 

Two points seem to stand out from these data: the sex differences, with 
greater lethality for males from use of methods in which the point of no 
return is reached quickly; and the ubiquitous and significant role of 
barbiturates in suicidal behavior, emphasizing the need for careful pre- 
cautions in prescribing these drugs. 

Compared with national figures for rates by method of committing sui- 
cide, as supplied by the National Office of Vital Statistics, U.S. Department 
of Health, Education, and Welfare, the Los Angeles County rates by 
method of committed suicide do not differ significantly, There are, of 
course, no national rates for attempted suicide. There does tend to bea 
somewhat greater rate for deaths by carbon monoxide poisoning in Los 
Angeles (1.6 Los Angeles versus 0.8 U.S.), which may reflect the greater 
concentration of automobiles in the Los Angeles area. Generally, the rates 
by method for committed and attempted suicide found in Los Angeles 
County would probably apply in most large metropolitan areas, It is of 
interest to note that methods for committing and attempting suicide change 
over the years, so problems of control that were predominant two or three 
decades ago (especially caustics and poisons) have now changed to the 
problem of controlling barbiturates. 


Suicide Note 


It is of interest that 35 per cent of the males and 39 per cent of the 
females left suicide notes. This figure is somewhat more than what has 
been reported by other investigators [18]. The percentages may differ for 
Several reasons: official attitude toward the notes as public documents, 
varying standards for certification of suicide by coroners, etc. The small 
Percentage of attempt notes is a result of the fact that notes from this 
group are not public property in Los Angeles County but remain in the 
possession of the attempter or the rescuer.? It may be Sufficient to mention 
in passing that suicide notes offer an unusual opportunity for the investi- 
Bator to obtain some important insights into the thoughts and feelings of 
Suicidal persons, written as they are within the Context of suicidal be- 


*In our SPC, we make an effort to obtain such data by asking the Person we are 
working with to duplicate his note or to write the note he would have written, 
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havior. In other publications we have analyzed the content of suicide 
notes from various points of view [16, 17]. 


Serology 


Serology is, of course, pertinent only to the cases of committed suicide. 
It is of interest to note that 24 per cent of the *commit" males had some 
ethanol content, and 11 per cent of the females had some ethanol content. 
The presence of other chemicals, such as barbiturates, poisons, and carbon 
monoxide, simply reflected the method of committed suicide. 
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What the police and the coroner have told is almost a tautology; namely, 
that persons who hurt (are in pain) and who are depressed are suicidal. 
Among attempted suicides ill health does not rank high (except for males), 
but rather such causes as marital difficulties and depression are given most 
often for both sexes and financial and employment difficulties are added for 
men. 


How the Subject Was Saved 


The information given by the physicians indicates that the largest per- 
centage (72 per cent of the men and 64 per cent of the women) were found 
by someone, usually the spouse. Twenty-four per cent of those who at- 
tempted suicide actually asked for help. 


ECOLOGICAL DATA 


We wished to plot the distributions of attempted and committed suicides 
within the socioeconomic geographic areas of Los Angeles County. First, of 
course, we needed to obtain each subject's address. For committed suicides 
we obtained the address from the death certificate, and for attempted 
suicides we obtained the address either from hospital records or from the 
physicians’ questionnaires. In the questionnaires, in which we did not ask 
for the patient's name, we obtained the address by asking the following: 
“Do not indicate the patient's exact address, Instead, indicate the street 
number within the same 100 block, the correct postal zone, and the sub- 
Section. Address is important so that a careful ecological distribution of 
suicide attempts can be made and used for planning purposes, etc." The 
procedure was then (A) to translate each address into the correct census 
tract, (B) to translate the census tract into 1 of 100 study areas, and (C) 
to translate each study area into 1 of 9 area types. These terms merit 
Some explanation. Los Angeles County consists of several hundred census 
tracts, which shift with different census activities. In order to give some 


“In another publication [17], we compared for 1957 (A) the sociological data for 
each of these same nine area types with (B) suicidal information, i.e., number of sui- 
cides, sex distribution, race, marital status, etc., for the area type and with (C) 
psychological information, or data concerning the emotions, quality of interpersonal 
relationships, etc., of persons who committed suicide in each of the area types as ob- 
tained from an analysis of 948 suicide notes for the 3-year period, 1956-1958, The 
major finding of that study was that both sociological and psychological factors were 
important and necessary in understanding suicidal phenomena. In other words, both 
Durkheim and Freud were right; suicidal incidents can be understood best as events 
neither exclusively of the psyche nor exclusively of society but as an admixture of both, 
as sociopsychological phenomena. 
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variety, and good though crowded schools are found. Commuting imposes 
special problems on families who live there. Young veteran families and 
white-collar and skilled workers predominate. 


Area Type V, Moderately Advantaged Natural Communities 
(Thirty-four Areas) 


This type includes more than one-third of all the areas in Los Angeles 
County. Housing is moderately new and of the single-family type, with 
small yards and restricted play space. The area is fully built up. There are 
a variety of churches and schools in the area. Leadership is fairly abundant, 
community organization is well developed. There is little industry. The 
distance to Los Angeles city center is 10 miles. There is a wide range of 
occupations represented. 


Area Type VI, Moderately Advantaged Multiple-dwelling Areas 
(Eight Areas) 


Population density is greater in this area because of the multiple-family 
dwellings. Space is limited for recreational facilities. There are many older 
persons, many on smaller incomes, and fewer children. This area shows 
port-of-entry characteristics, and converted dwellings are seen, 


Area Type VII, Least Advantaged Rural Area (One Area) 


Only one area, an unincorporated part of Los Angeles County, was in- 
cluded in this group. It is still the center of the dairy industry. There are 
pockets of older, substandard Mexican-American housing surrounded by 
much open space still devoted to agriculture or lying waste. Low-cost tract 
housing is filling up some of the open spaces. Community Organization is 
weak. Leadership is somewhat limited because of the lower educational 
attainments of the residents. Churches tend to be of the evangelical variety, 


Area Type VIII, Least Advantaged Industrial Communities 
(Fourteen Areas) 


Area 17 (San Pedro), part of the harbor of Los Angeles, is typical of 
this area type. Population density is moderate, with few yards and many 
multiple dwellings. Shipping and industry are associated with blighted 
neighborhoods, skid row districts, etc. There is need for outside help to 
solve problems. Housing projects, nationality and minority groups in dis- 
tinctive numbers, settlement houses, boys’ clubs, and missions are found, 
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Area Type IX, Least Advantaged Rooming House and Apartment Areas 
(Seven Areas) 


Older houses have been converted to rooming houses or apartments. 
There are buildings in the rear, and apartment houses are run-down. There 
is no play space, and much blight is found where industry and business 
have encroached on housing areas. Minority groups (Negroes, Mexican- 
Americans, Chinese, Japanese) predominate here. The population is de- 
clining, and community consciousness is weak. There are churches of many 
sects. Leadership is limited and needs to be supplemented from the outside 
by professional agencies, settlements, etc. 

The distribution of attempted and committed suicides among these nine 
Socioeconomic area types is indicated in Table 3-6. Also in Table 3-6 
are the percentage of total population within each area type and the ratios 
of committed and attempted suicides (per 100,000 population) for each 
area type. For attempted suicides, the total again is for that part (2,652) 
of the total population of attempters in Los Angeles County (5,906) on 
which information was available. The columns of numbers of attempted 
suicides and per cent of total attempted suicides in Table 3-6 therefore 
do not give exact attempted suicide population figures but do provide pro- 
portionate results, which allow the areas to be compared with one another. 
The percentage distribution of both attempted and committed suicides 
among the nine area types is for the most part consistent with the per- 
centage distribution of population within Los Angeles County. There are 
Some notable exceptions, specifically in Area IV (moderately advantaged 
Suburbs), which contains 21 per cent of the population but only 12 per 
cent of the committed and attempted suicides. Area V (moderately ad- 
vantaged natural communities) contributes less than its share of attempted 
Suicides, 20 per cent out of 31 per cent of the population. Area VI (mod- 
erately advantaged apartment areas), which contains 7 per cent of the 
population, contributes somewhat more than its share of committed sui- 
cides, 11 per cent, and a still higher share of the attempted suicides, 14 
per cent. 

Another way to view these data is to note the rates of committed and 
attempted suicide for each area type (number per 100,000 total Los Angeles 
County population). Among the committed suicides, we find the rate in 
Area III (most advantaged apartment house areas) and Area VI (mod- 
erately advantaged apartment house areas) is fairly high (22 ang 21 per 
cent, respectively). Both Area III and Area VI have relatively high pro- 
Portions of females and of widowed and divorced persons. The lowest 
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TABLE 3-7 
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` : : "ICIDES 
S SALIENT CHARACTERISTICS OF COMMITTED AND ATTEMPTED SUICIDES, 
OME ea 


Los ANGELES County, 


1957 


Characteristic 


Marital status 


Occupation 


Nativity 


Method of suicide 


“Reason” for suicide 


Socioeconomic areas 


Committed Suicide 


More males 
For both sexes, almost en- 
tirely Caucasian 

For both sexes, greatest 
number in forties; for 
males, continues propor- 
tionately high 
and over 

For both Sexes, large per- 
centage married (though 
low Proportionately ), more 
divorced, separated, and 
widowed; for females, high 
Proportion of widowed 
For females, high propor- 
tion of housewives; for 
males, high Proportion 
skilled and unskilled 

For both Sexes, predomi- 
nantly native-born 

For males, mostly gunshot 
Wounds, hanging, carbon 
Monoxide; for females, 
Mostly barbiturates and 
gunshot wounds 
For both sexes, 
depression; form 
tal difficulties 


in sixties 


ill health, 
ales, mari- 


For both Sexes, highest in 
apartment areas of all 
types (most, moderately, 
and least advantaged) 


Attempted Suicide 


More females 

For both sexes, predominantly 
Caucasian 

For both sexes, greatest num- 
ber in twenties and thirties 


For both sexes, large percent- 
age married (though low REO 
portionately ), high proportion 
single 


For females, high proportion 
of housewives: for males, . 
high proportion skilled, semi- 
skilled, and unskilled 

For both sexes, predominantly 
native-born 

For both sexes. mostly bat 
biturates, some wrist cutting 


For both sexes, marital diff- 
culties, depression; for males 
financial and employment dif- 
ficulties " 
For both sexes, highest JP 
apartment areas, particularly 


least and moderately advant- 
aged 
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rates, 3 and 8 per cent, appear in Areas VII and IV (least advantaged 
rural areas and moderately advantaged suburbs, respectively). Both of 
these areas have high well-knit family concentrations. 

In relation to attempted suicides, Areas VII (least advantaged rural 
area), IV (moderately advantaged suburbs), and V (moderately ad- 
vantaged natural communities) are relatively low in their rates, Again, 
all these areas contain a relatively high percentage of married persons with 
family-type dwellings and well-developed community organization. On the 
other hand, Area IX (least advantaged apartment areas) and Area VI 
(moderately advantaged apartment areas), which have relatively higher 
percentages of single persons, have proportionately higher rates of suicidal 
attempts. It thus appears that there is some tendency for a high rate of 
both committed and attempted suicides to be associated with apartment 
living, especially among widowed and separated females. Even Area III, 
a luxury apartment house area, has a higher rate of attempts. Apparently 
this factor cuts across social class factors and applies to lower, middle, and, 
to some extent, upper socioeconomic strata. These figures raise some in- 
teresting questions for city planners, especially in Los Angeles, where there 
is a noticeable trend toward building large apartment communities. One 
would have to investigate what is cause and what is effect: Does apartment 
living exacerbate suicidal impulses, or do suicidal persons gravitate to apart- 
ments? Nonetheless a thought might be given to enhancing the community 
features in any large apartment edifice. 

What general sociological comparisons can be made between attempted 
Suicides and committed suicides (for Los Angeles County for 1957)? Table 
3-7 summarizes most of the preceding material by presenting some of the 
Salient features of the data presented in this chapter. From this table, it 
is possible to delineate modal (or typical) portraits of the suicide committer 
and the suicide attempter, if the reader will keep in mind the important 
Cautions that these are oversimplified; they refer only to statistically out- 
Standing features, and in a clinica] or emergency setting each case must be 
decided from its own idiosyncracies. With these temporizing comments in 
mind, we may say the following: 

The modal suicide attcmpter is likely to be (A) female, (B) Caucasian, 
(C) in her twenties or thirties, probably the former, (D) most likely 
Married or single, (E) a housewife, and (F) native-born, and to (G) at- 
tempt suicide by barbiturates, (H) give as a “reason” marital difficulties 
9r depression, and (I) live in an apartment in an apartment house area. 

By way of contrast, the modal suicide committer is likely to be (A) 
male, (B) Caucasian, (C) in his forties or older, (D) married, (E) a 
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i commit 
killed or unskilled worker, and (F) native-born, and to ria ie “al 
Se ide by gunshot wounds, hanging, or carbon monoxide eS A b: 
zem as a reason ill health, depression, or marital difficulties, and (I) 
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indicators of self-destructive danger (or safety) within a limited amount 
of time is provided by a schedule of areas that should be explored during 
the interview, The following short schedule, derived from the experience 
Of the staff of the Suicide Prevention Center, focuses on matters the evalua- 
tor wants to know about immediately. The first group of questions is 
factual and can be answered in one or two words with occasional brief 
amplification (e.g., age, sex, recent illnesses, loss of spouse). The second 
group of questions is evaluative and requires special training and skill in 
interviewing and diagnosis (e.g., is there depression, psychosis, ability to 
communicate), 

, The main items in the schedule are outlined below. This is followed by a 
discussion of their relevance to the problem of evaluating self-destructive 
Potentiality, Some case illustrations are then provided as examples of the 
application of the schedule. (For a more extensive and complete schedule, 
for cases where time is no problem and all the information desired is avail- 


able, see Chapter 5.) 


SHORT SCHEDULE FOR ASSESSMENT OF 
SELF-DESTRUCTIVE POTENTIALITY 


Se history: factual 
Age and sex M 
Onset of self-destructive behavior: chronic, repetitive pattern, or 


recent behavior change? Any prior suicide attempts or threats? 
Method of possible self-injury: availability, lethality? ] 
Scent loss of loved person: death, separation, eius 
y edica] symptoms: history of recent illness or surgery 
sources: available relatives or friends, financial status? 


I Ca 
A. 


E 


Status 9f communication with patient 
'nds of feeling expressed 
“actions of referring person . 
sonality status and diagnostic impression 


CASE HISTORY: FACTUAL 

Age and Sex 

tin e 12° and sex of the patient are generally the first =. oe 

i york within whic. 
the m Considered. These two facts provide a framework wi 


sé emergency Classification and appraisal of self-destructive persons can 
ceed. At al ages, suicidal communications from males arouse more 
ys 


Co. " 
"cern than Similar communications from females, and, in general, the 
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older the person, the more serious is the self-destructive potentiality. el 
over, the danger increases with age much more for males than for fema es. 
We have rarely encountered a nonlethally intended suicidal action in a 
man over fifty. Thus, a self-destructive communication from or about a 
person in this age and sex group immediately raises suspicion of a high- 
risk situation, and the burden of proof that this is not an emergency rests 
upon the other data that can be obtained. 

By contrast, the group of young females, aged fifteen to thirty-five, pro- 
vides the largest number of self-destructive nonlethal communications and 
suicidal attempts, i.e., the least number of completed suicides. In this 
group, the goal of influencing another person's behavior, with little or n° 
intention to die, is more often prominent. Other factors involved in the 
lower emergency danger rating for women are their choice of less violent 
methods of self-injury (pills rather than guns) and their greater willingness 


to communicate (ask for help and accept it). In the middle-aged and older 


Nes -jous 
female group, suicidal threats and attempts tend to become more seriou 
(see below). 


Onset of Self-destructive Behavior | 


Method of Possible Self-injury 


f-injury Proposed by the patient sometimes reflect? 
ney. In general, a specific choice of time, place, 4” 
OSed suicide is a Serious indication. but if the meth? 

°F cold pills, the emergency is dissipated. By contrast | 


The method of sel 
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be the object of immediate emergency efforts, if not toward him, at least 
toward removing the gun. Similarly, ideas of jumping from a high place 
should be taken more seriously and may call for questions as to where the 
person is, etc. Nearly all pills used to produce sleep can be lethal in large 
amounts, but the rapid-acting barbiturates, such as pentobarbital and 
secobarbital, are by far the most effective for suicide. 


Recent Loss of Loved Person 


Many suicide attempts, especially in young persons, occur after the 
separation from a spouse or a loved one. In these circumstances, self- 
destructive behavior is often undertaken with ambivalent feelings. The 
wish to die is balanced by a wish to live and to be rescued and reunited 
with the loved person. Frequently, these suicide attempts are successful 
as a form of adaptational behavior in that they do serve to bring the loved 
Person back. On the other hand, in many of these gambles with death, 
death wins. When there has been a definite loss of a loved person, such as a 
Spouse, parent, child, lover, or mistress, within the previous year (by 
death, divorce, or separation), the potentiality for self-destruction is in- 
creased. Certain persons, such as some widows of ages forty to sixty who 
have been extremely dependent on their husbands, display exaggerated 
Mourning and grief reactions associated with strong self-destructive urges. 


Medical Symptoms 
or medical consultation may indicate 


Increased self-destructiveness, especially in older persons. Medical condi- 
tions most often associated with suicidal reactions are psychosomatic 
diseases, polysurgery, malignant tumors, and various symptoms associated 
with depression. Some indicators of depression are anorexia, weight loss, 
Sleeplessness, fatigue, impotence, loss of sexual desire, and hypochondriacal 
Preoccupation, especially cancerophobia. When a chronic debilitating dis- 
ase such as cancer actually exists, suicidal reactions tend to be precipi- 
tated by incidents that the patient interprets as rejection from family and 
Physician, 


A history of recent hospitalization 


Resources 


Often the attitudes of spouse, relative, or friend may mean the difference 
between life or death for persons involved in symbiotic relationships. A 
Consultant wants to know who brings the patient to the attention of help- 
ing authorities and why? Are there relatives in the picture? Is there a 
history of solidarity with spouse, relatives, or friends? Or, contrariwise, is 
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there a history of instability, constant ambivalent relationships, aci 
and distrust? Financial resources need to be included in the — id 
these determine to some extent what types of treatment are "ie a js 
recent loss of job or sudden drop in financial status may constitute a end 
matic loss to certain persons, especially middle-aged men and a E 
women. Persons who have a lifelong history of direct self-destructiv 1 
as illustrated by unstable interpersonal relationships, alcoholism, pen 
ity, and hostile dependency, often reach a crisis in the fourth or 1 ; 
decade when they find that they have exhausted themselves financially = 
interpersonally; they are, so to speak, emotionally bankrupt. After a long 


ches ; i s ns 
pattern of suicidal gestures, this may be the point when such perso 
actually do commit suicide. 


JUDGMENTAL-EVALUATIVE 
Status of Communication with Patient 


: 5 ; he 

For a person struggling with strong currents of self-destructiveness, t : 

life line is one of unbroken communication with other persons. W ages 
patient is able to express his troubled feelings and cry for help, the s€ 


H H H H e 
destructive danger may be high, but it is never so extreme as when tP 
patient has given up and withdrawn 
warm 


Usually, 
by a break in the com 


Kinds of Feelings Expressed 


commun 


n H H 5 
Du ications include verba] statements such ^ 
I mean to end it all,” 


"my family would be better ? 
Soon I won’t be around.” On a behavior level, efforts 


Typical Presuicidal 
“I am tired of life, 
without me,” or « 
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put business and social affairs in order, the making out of a will, and 
unusual preparations as if for an absence may have a similar significance. 
Suicidal threats designed primarily to taunt or punish the recipient or to 
gain a distinct goal or advantageous objective (for example, to force a 
marriage or obtain a therapeutic abortion) carry a relatively low emergency 
lethal valence. The affective state associated with these communications 
should be evaluated. The most serious suicidal potential is associated with 
feelings of helplessness and hopelessness, exhaustion and failure, and the 
feeling “I just want out." A combination of agitation and confusion, how- 


ever, particularly in a person who has had a previous psychotic episode, 
When the predominant feeling is one of 


May constitute an emergency. 
out overwhelming confusion, the lethal dan- 


frustration, anger, or rage, with 
ger is generally somewhat less. 


Reactions of Referring Person 


If the referring person is a spouse, relative, friend, or other lay person, 
à number of possible reactions require evaluation. First, are there indica- 
tions of a close and ambivalent symbiotic relationship and, if so, is it 
Possible that the referring person is actually also disturbed? Does the 
referring person's attitude reflect a need to have a sick, dependent partner 
leaning upon him? Is there an attitude of rejection and a desire to get rid 
of the potentially suicidal person? A defensive, paranoid, rigid, punishing, 
moralistic, or hopelessly dependent attitude on the part of the referring 
Person indicates that little help can be expected from that source, although 
attempts should be made nevertheless to secure as much cooperation as 
Possible. It is generally encouraging when the referring person expresses 
Sympathy and concern for the patient, together with an admission of his 
Own sense of helplessness in the situation and need for assistance. Often 
the referring person, with guidance and advice, can be a source of strength 


and support in the emergency situation. 


> H i » 
_ Professional persons sometimes express ar ; r 
tionate degree of anxiety over a relatively mild self-destructive communi- 


cation from a patient or client. Reassurance from a consultant will often 

Encourage such persons or agencies to proceed with their own appropriate 

techniques. On the other hand, some emotional reaction is expected from 
k ,8 


the referring person, no matter 
Perience, because emotions activ: 
Psychology, well beyond the usual concept 


also applies to calls from professional psychother ! 
Consultation bring up special problems. When a referring psychotherapist 
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had made a serious suicide attempt with barbiturate capsules because her hus- 
band had left her to go to Las Vegas with another woman. Because of the suicide 
attempt her husband had stayed with her to help her. However, Mrs. F. was 
afraid he might still leave her. The nursing supervisor was told that this was 
not an emergency, and an appointment was made to see this nurse the next day. 
She was interviewed and accepted at the SPC for psychotherapy. 


Comment. Completed suicide occurs infrequently in young married 
Women, even though this group contributes most heavily to the number 
of suicide threats and suicide attempts. In 90 per cent of the cases, re- 
jection by a man is the source of the self-destructive behavior, although 
occasionally the rejection is from a parent. This patient's pattern of self- 
destructive behavior indicates that she needs serious evaluation and even- 
tual treatment, although the method of threatened self-injury (sleeping 
Pills) is of low lethality in this age group. We judged that this was not 
an acute emergency case because (A) the lost love object, the husband, 
had returned, ( B) the patient was able to communicate her feelings to her 
Supervisor, and (C) her usual personality was described as compliant, con- 
Scientious, and obsessive rather than alcoholic and impulsive; she was 
described as nonpsychotic. The prognosis for immediate and long-range 
treatment was deemed to be excellent. In general, most suicide threats 
made by young women are because of rejection in love and are of low 
lethality. The exceptions to this rule are persons with schizoid and schizo- 


phrenic personalities. 


Case 2 


A social worker called from the Bureau of Public Assistance about a 19-year- 
old girl, who was recently discharged from a state hospital with the diagnosis of 
Schizophrenia, improved. Although she was working part time and making a 
better adjustment than before, this girl expressed to the worker her feelings 
that life was not worth living. She had previously made a suicide attempt by cut- 
ting her wrist with a razor blade. The girl led a very lonely life. Her foster 
Mother was often hostile toward her and threatened to have her sent back to 
the hospital, The social worker was told that, although this was not an emerg- 
ency situation, nevertheless the suicidal danger was high and considerable care, 
effort, and activity were called for in this case. 

Comment. Concern was expressed about this patient because this type 
of case carries with it a chronic risk of suicide. However, the main problem 
is Schizophrenia and not suicide. The diagnosis of chronic schizophrenic 
reaction is extremely important because the proportion of suicides is high 
from this category and the prediction of suicide in this group is difficult. 
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The previous self-destructiveness together with the recent ag en 
f a wish to die indicates a serious chronic suicidal danger. goer 
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Case 4 


Sometimes one particular element of the schedule stands out and over- 
Shadows all the others. An example is the immediate danger when a lethal 
Weapon is not only at hand but is presented as the threatened suicidal method. 
A certified clinical psychologist, who practices in an outlying community, called 
to report this problem. The previous night he had been asked to see a 19-year- 
old man whose mother and father had recently separated as a prelude to 
divorce, The young man had become moody and depressed. The preceding after- 
noon he had locked himself in his room with a .22 rifle and threatened to kill 
himself. The psychologist was called; he was able to talk to the young man 
through the locked door and thought he had established a relationship. He made 
àn appointment for the young man to come to his office the next day. When the 
Patient did not show up, the psychologist called the home and learned that 
the young man was again locked in his room with the gun. According to the 
Psychologist, this man had made no previous destructive actions, had made 
Tegular progress in school, and displayed no schizophrenic disturbance in 
thinking, 


Comment. This was evaluated as an emergency situation that carried an 
excellent prognosis for the long run, provided the short-term danger was 
Negotiated successfully. The psychologist was advised to secure the co- 
Operation of the father, the mother, all members of the family, friends, 
Clergyman, indeed everyone who might be able to communicate with the 
Young man, and rétusm: with them to the house. The primary immediate 
alm was to persuade him to give up the gun and to remove it from the 
house, This done, efforts toward establishing a therapeutic relationship 
Could be renewed, This was accomplished, with the SPC continuing to act 


85 consultant to the therapist as needed. 


Case 5 


Key indicators of suicidal danger in persons who have made suicidal com- 
munications are the presence of alcoholism or clinical lee I SEES 
Over age 40, A physician in general practice called because a So ren old mmn 
In his office seemed quite depressed. She had been = altotolie: fer 30 Ue 20 
Years, had been three times divorced, had been taking large amounts of bar- 

tturates for more than a year, and was now asking for a large prescription. 
In answer to our questions, the physician reported a history of several surgical 
Operations in the last few years and said that she was out of money and out of 
friends. She said that she didn’t care whether she lived or died. In fact, she 
Wished she was dead. He added that he was worried about her and he didn’t 


Ow what he could do to help her. 
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Comment. Dependent persons who have led unstable lives and who x: 
to collect frustrations and disappointments and soothe them with aprile 
and barbiturates generally make unsuccessful suicidal attempts when i 
are younger, but these attempts become more serious in the later stages : 
life and should be taken seriously. This case was deemed an emergency; 
and we suggested to the physician that he send the woman to our office 
immediately, which he did. She was seen by us on 
responded well for several weeks to a good deal of encouragement along 
with energizing drugs and mild sedation. However, she lapsed into depres- 
sion again when it became clear to her th 


at her current boy friend bad p 
intention of marrying her. At this point she was willing to accept hospitali 
zation at a state hospital. 


a supportive basis and 


Case 6 


A 0 
On the referral of the mental hygiene counselor of the superior court, 
sisters called for help about their father, a 52-year-old construction foreman, 


who was Periodically an alcoholic and was threatening to commit suicide bY 
shooting himself on his birthday (the next day). 
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husband, who reacted with great gratitude and appreciation to the idea that we 
were concerned about him. He talked for almost an hour on the phone to the 
Social worker. 


Comment. Although the patient was depressed, it was not felt that this 
was an emergency because of his willingness to communicate and his desire 
for help. Most persons who call the SPC for help for themselves seldom 
represent emergencies. We have found that such persons can be given an 
appointment for the next day, or often several days in advance, and they 
Will keep it. Usually we make a series of telephone calls to keep in com- 
munication with the patient until they are able to come to see us. It is 
only when communication is broken off that we become alarmed and feel 
that an emergency situation may have developed. The patient appeared the 
next day for psychiatric interview and psychological testing and was found 
to be extremely depressed. Hospitalization was recommended and accepted. 


SUMMARY 


Tn responding to a request for emergency consultation regarding a prob- 
lem of potential self-destruction, the consultant must obtain the most 
pertinent information, evaluate the situation, and recommend a course of 
action, all within a limited time. The use of a short schedule, specifying 
the questions to ask and the areas of information to explore, facilitates 
the Consultation process. Use of the schedule tends to correct distortions 
induced by the limitation of time, the pressures of anxiety and other emo- 
tions, and certain technical restrictions inherent in such consultations. 
Several typical problem situations involving self-destructive potentiality 
are discussed in terms of the emergency evaluation procedure and the 


recommended plans of action. 
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existence that is often avoided by both lay person and professional worker. 
A number of reasons for this powerful taboo have been discussed in other 
places and will not be repeated here. What we, as clinicians interested in 
the welfare of our self-destructive patients, must face is that many of 
these reasons may be operative in ourselves and that these can influence us 
in the appraisal of such situations, e.g., the ability to assess appropriately 
the intensity and the lethality of self-destructive behavior. A check list of 
Pertinent factors regarding the evaluation of self-destructive potentiality 
becomes a helpful guide and provides one method of dealing with this 
turning-away tendency. 

The purpose of such a check list should be distinguished from those 
lists which have been proposed for use in the identification of the self- 
destructive patient. This is a task to which many investigators have turned 
their attention, and the literature is filled with symptoms, syndromes, 
Prodromal clues, etc., which have been proposed for such a purpose. Far- 
berow [3] summarizes a number of the prodromal aspects advanced by 
various investigators; Menninger [6] provides many insights into early 
identification of self-destructive tendencies in his extensive discussion of 
the continua of life patterns in which these tendencies may emerge; Po- 
Korny [9], Motto and Greene [8], Dorpat et al. [1], Robins et al. 
[10], and many others have discussed this area. Though many clues have 
thus far been elicited, it is not felt that all, or even necessarily the most 
Significant ones, kive as yet been described. This is one aspect of the 
Continuing task of investigation by the staff of the SPC. . . 

In general, what is attempted here is a synthesis of significant informa- 
tion, The schedule is not intended to be applied to self-destructive persons 
in the hope that one can come out with a figure pinpointing the percentage 
of Self-destructive energy. Rather it should be considered asa comprehen- 
Sive check list dealing with pertinent areas of information regarding self- 
destructive potentiality, There are, of course, situations that would call for 
Modifications of a general theoretical schedule, such as, for example, 
“mergency suicidal consultations (see Chapter 4). In other types of situa- 
tions, Such as psychotic reactions or grief reactions, still another schedule 
might be more pertinent. It is certain that there would be much overlap 
and that many of the items listed in an emergency schedule would be found 
In the list of (fastis in this chapter. Essentially, the schedule presented in 
this Chapter assumes that all the desired information, the kind one has 
Usually only after long familiarity with the patient, is available, 

The specific items enumerated in our schedule are meant as a tentative 
list, Some items may turn out to be not the most meaningful ones and may 
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edd nce as 
entually be eliminated, whereas other factors may gain in — 
is iti ight be some và 
i d t is felt that there migh 
search continues. However, i s e T 
mu vi down the ideas at this point so that they can now be subjec 
i i tion and discussion. . 
more public considera . used 
The reader will note that in this chapter the term self-destruction ai oe 
in place of the term suicide.? Considerable confusion has arisen arour im 
word suicide, inasmuch as it has been applied to such a variety of pen 
feelings, tendencies, and behavior that it has lost its meaning as a E s 
and specific concept. For example, suicide, in its most common ipe iun t 
a quasi-medicolegal term, referring particularly to the specific cer 5 ! ane 
that must be placed upon a death certificate as an indication of the r 


: s W XP is thus 
of death. Self-destruction is a specific psychological construct and is 


more useful for theoretical purposes in its assumption of conscious and n 
conscious psychodynamics and implications of inhibiting or facilitating €g 
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Part II, interpersonal aspects, is based on the consideration of self- 
destructive behavior as a means of communicating to others various feel- 
ings and demands or pleas. The selí-destructive behavior thus becomes, in 
part, a communication with a particular purpose and content directed to- 
ward a specific audience. This approach emphasizes such factors as the 
content, audience, degree of directness, and purpose of the communication. 
In addition, it is important to know what the relationship between the 
individual and his environment has usually been. How does he relate to 
his environment, and how does his environment relate to him? 

The third part examines implementation in self-destructive behavior. 
This section adds an objective scale of lethality of method for persons who 
have already made self-destructive attempts. It does not contradict the 
dynamic implications of the first two parts of the schedule but adds a 
further measure for evaluation of potentiality. It, of course, can be used 
only in situations where an actual self-destructive attempt has occurred. 

Below are listed in outline form the main items and the subsidiary ele- 
ments that make up our schedule. These are followed by an explication of 
the categories and a discussion of their relevance to the problem of self- 
destruction, 


SCHEDULE FOR ASSESSMENT OF SELF-DESTRUCTIVE POTENTIALITY 


I. Intrapersonal aspects 
4. Intention 
1. Conscious intention 
a. Awareness of the effect of his t 


others 
b. Awareness by the person of the resul 


destructive behavior 
c. Patient's knowledge about the method contemplated or used 


d. Conscious provisions for rescue (has made or is making) 
2. Unconscious intention . j " 
a. Constellation of dynamics (important in self-destruction): 
anxiety, tension, guilt, depression, hostility, and dependency 
; : em 
b. Kinds of fantasies: death, rescue, hurting, killing self or 
others, failure, impotence, loss of hope 
c. Unconscious manipulation of others through threats or at- 
tempts 
d. Life pattern of p 
€. Unconscious provi 


hreats and/or attempts on 


ts of his own self- 


erson: dangerous activities or occupations 
sions for rescue (had made or is making) 
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ganization 
= ee ae versus efficacy of controls 
2. Rigidity versus flexibility 
3. Isolation versus relatedness 
II. Interpersonal aspects 
unicative aspects . : 
3 D of decks of the communication (is it specific its 
implication unavoidable, or is it a tenuous ioo cor 
2. What is being communicated? Desperation, at end o 
anger, desire for help, irritation, disdain "— 
3. To whom is the communication addressed? To specific pe pen 
or to world at large; if to specific persons, what kind; are 
living or dead? ži 
4. fune of the communication: to cause guilt, prepare others fo 
death, manipulate them -— 
B. Environmental aspects: who are the significant others in 
i ? 
"poesi attitude toward environment and/or significant others, 
facilitating or inhibiting positive communication n—: 
. Attitude of significant others toward the patient, facilitating 
inhibiting positive communication 


3. Cultural and religious attitudes toward death 
III. Implementation (in attempts) 


4. Objective scale of lethali 
(b) jumping from high 
organs; (d) hanging; 
and piercing of nonvital 
poisoning; (j) analgesic 

- Point of no return: le 
occurrence of death 

2. Feasibility of inter 

of self-destructive 


ty: (a) gunshot wound and explosivo 
places; (c) cutting and piercing of ‘Sod 
(e) drowning; (f) poisoning; (g) — 
organs; (4) drowning (can swim); (#) £ 
and soporific substances nd 
ngth of time between initiation of act 2 


] 
‘ P , ersa 
vention or rescue for interruption or rev 
action 
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Intention 


Intention, as used in this schedule, involves the concept of motivation. 
This includes both conscious and unconscious motivation, each of which 
can contribute significantly to a person’s self-destructive tendencies. 

Conscious Intention. This includes the aspects of purpose, meaning, and 
awareness of the self-destructive behavior that are available to the con- 
scious mind of the subject. 

Awareness of the effect of his threats and/or attempts on others. When a 
patient is very much aware of the effect of his threats and/or attempts on 
others, the manipulative element in his behavior assumes great significance. 
This will vary, to some extent, with age; it is especially true in younger 
Dersons, in their twenties and thirties. However, this is not so true for 
older persons, sixty and above, where the nature of the suicidal behavior 
assumes other significance. In general, however, the more consciously aware 
the patient is of the effect of his activity upon other persons, the more 
likely it is that his behavior represents a nonlethal kind of self-destructive 
activity, 

Awareness by the person of the results of 
havior. Under certain conditions there may be little awareness of the 
realistic significance of death. These conditions may be the result of little 
experience with death, or lack of depth in the development of feelings, or 
extremely strong processes of denial and repression. In general, the more 
aware of and the more sensitive the person is to the realistic implications 
Of his self-destructive behavior, the more serious is the self-destructive 
potentiality, 

Paticnt’s knowledge about the method contemplated or used. It is obvious 
that not all persons are equally informed about the lethality of different 
Self-destructive methods. Aspirin to an uninformed person who has had 
Neither experience nor information about it might seem a quite lethal mode 
of self-destructive activity, whereas other cases may show that some power- 
ful Caustic had not been recognized as a tissue poison by the person taking 
It. Information about this category 15 important in assessing the conscious 


intention to do away with oneself. 
Conscious provisions for rescue. T 


Place selected, and the arrangements © y i 
Son has consciously provided are significant here. There is obviously a 


difference in the lethal potentiality between the person who arranges the 
details of his act of self-destruction so that he could not possibly be inter- 
Tupted or rescued and the person who does just the opposite. Sometimes 


his own self-destructive be- 


he amount of planning, the timing, the 
f details for discovery that the per- 
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the question whether or not provisions for rescue have been —— 
conscious or unconscious basis is difficult to determine. In genetan ix 
more provisions made for rescue, the less lethal is the potentiality 
-destruction. 

M omes Intention. These are probably the most difficult aspects : 
intention to evaluate inasmuch as they all must be inferred. Since they mus 
frequently depend on second-, third-, and even higher-order inferences, the 
certainty of the inference must, of course, vary considerably. However, at 
is the evaluation of just these aspects of the person’s functioning that will 
be most important. Drives, impulses, needs, etc., oper 
deep unconscious levels, which are only relatively sl 
various controlling aspects of the personality. There 


learn about the motivation that exists a 
icant, 


ate primarily from 
ightly modified by 
fore, what one can 
t these deep levels is most signif- 


Constellation of dynamics. All the d 


> e 
persons are present to some degree in normal persons. However, when th 


dynamics felt to be most significant for self-destruction exist with great 
strength in the subject under 


ynamics present in self-destructive 


. » particularly if they have been frustrated or threaten 
to any considerable degree. 


Kinds of fantasies. One 


of self-destructive tenden 


r cy. 
Unconscious manipula 
e patient 


lack of consci 
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tient’s behavior by a professional person. To the degree that a subject must 
express his needs through unconscious manipulation of others the poten- 
tiality for self-destruction is greater. 

Life pattern oj person. Examination of a person's life pattern may yield 
information about his selí-destructive tendencies operating on an uncon- 
scious level. Many occupations and activities contain disproportionate ele- 
ments of dangers. These include motorcycle racing, sand hogging, and 
many forms of construction work. One could similarly list a number of 
hobbies (e.g., mountain climbing or skin diving) that have self-destructive 
possibilities, Preference for these activities or constant seeking for the 
extra thrill the danger seems to have may indicate the presence of signif- 
icant drives toward self-destruction within a person. Menninger [6] lists 
in detail the wide variety of activities that by inference contain unconscious 
tendencies toward self-destruction. 

: Unconscious provisions for rescue. Som 
Sions of which he is not aware for rescue 
He may unconsciously provide opportunities f 
tempt to fail, or he may communicate his distu 
be alerted to his need for help and will respond to it. I 
Provisions for rescue both conscious and unconscious th 
the lower the potentiality for self-destruction. 


etimes the person will make provi- 
from his self-destructive behavior. 
or the self-destructive at- 
rbance to others, who will 
n general, the more 
at can be detected, 


Ego Organization 
al or intentional aspects of self-destruc- 


Having evaluated the motivation l 
there remains to be considered the 


tive tendencies within the personality, mains 
Structure and the framework of the personality In which these self-destruc- 


tive intentions operate. A person may have relatively weak or slight ten- 
dencies in the direction of self-destruction, but if his ego organization is 
Such that controls or checks upon his behavior do not exist, he might be 
a high self-destructive risk in contrast with someone in whom ego controls 
are such that he is able to continue to function despite a high degree of 
Self-destructive pressure and strain. Obviously, many of the factors that 
Ordinarily go into ego formation have some significance in controlling self- 
destructive tendencies. However, the attention of this part of the schedule 
I5 directed mainly at those continua of character traits that have been found 
to be most significant in determining lethality in self-destructive persons. 

Impulsivity versus Efficacy of Controls. This continuum ranges from the 
Poorest adjustment, where impulsivity is high (no direction and/or control 
9f impulses), to the optimal adjustment, where the efficacy of the controls 
1s high and the handling and disposition of impulses is personally and in- 
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INTERPERSONAL ASPECTS 
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solitary incidents. Rather, they are acts which, if they can be understood 
as communications with meaning for the significant other person or persons 
involved, lend themselves more readily to the evaluation of the self-destruc- 
tive potentiality present. 


Communicative Aspects 


This part of the schedule discusses in detail what can be learned from 
an analysis of the communicative aspects of the situation involving the 
self-destructive person. The communication can be verbal or behavioral 
(nonverbal). Verbal communication can be threats, ideation, or fantasies. 
Suicide notes and other written communications would be included here. 
Nonverbal, or behavioral, communications range from actual attempts to 
destroy the self to less immediate, less direct self-injurious behavior. All 
communications can be examined for degree of directness, content, audi- 
ence, and purpose for clues to the potential lethality of self-destructive 
behavior. : 

Degree of Directness of the Communication. The directness of a communi- 
cation in a self-destructive situation may range from no communication 
to quite direct communication. Actually, it would be very unusual for 
à person to give no indication of his intention to kill himself. More often, 
there are clues in the form of subtle and indirect allusions, or there may 
be direct statements indicating the state of mind and the exact intention 


of the person. 

What Is Being Communicated? 
destructive activity may suggest many ‘ ) 
underlying the act. At times, intense feelings of conflict or desperation may 
be expressed, and the behavior serves as 4 plea for help. At other times, 
feelings of hopelessness and helplessness may appear. Sometimes suicide 
notes will attempt to explain the action or will include instructions and 
admonitions about various details to be taken care of. Sometimes the 
content simply includes reflections of the state of the world and philosophic 
ideas in general. It can be seen that the judgment of the lethality of the 
attempt will be affected depending upon the meaning attributed to the 
behavior, 

To Whom Is the Communication Addressed? The main significance of the 
audience to whom the communication is directed is what their anticipated 


Teaction to the communication will be. In general, the audience can be 
e who are likely to react with lifesaving 


d those who are likely to react with in- 


The content of the communication in self- 
of the meanings and dynamics 


divided into two main groups: thos 
Tesponses to the communication, an 
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different or even hostile responses, If the communication is directed toward 
the first group, the self-destructive potentiality is considered to be much 
less than if it is directed toward the second group. 

Purpose of the Communication. Sometimes the 
tion is very explicit; sometimes it is more subt 


» to prepare others for the possi- 
bility of self-destruction so that the shock when it does occur will not be 
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situation, that is, the attitude of significant others to the self-destructive 
person. Thus, if the significant others are accepting and tend to facilitate 
communication with the patient, the lethal potentiality is decreased; if 
they are rejecting, angry, and desirous of breaking off relationships with 
the patient, the lethal potentiality is increased. 

Cultural and Religious Attitudes toward Death. Many cultures and sub- 
cultures contain attitudes regarding self-destruction that are of significance 
in evaluating the lethal potentiality in persons within those cultures. By 
rewarding or punishing self-destructive activity in various ways, they in- 
fluence the possibility that such activity will occur. Examples are the 
Japanese culture, whose warrior code includes self-destruction as an hon- 
orable act, and the Catholic Church which considers suicide one of the 


worst possible sins. 


IMPLEMENTATION 
cale evaluates the lethality of the method employed for 
self-destruction and is utilized only if an attempt has actually been made. 
It departs from the general theoretical approach used in constructing the 
first two parts of the schedule, by offering a more or less objective means 
of appraisal of one particular aspect of the self-destructive activity, the 
attempt. This was done by constructing an objective scale ranking the 


lethality of the various self-destructive modes. 


This part of the s 


Objective Scale of Lethality 


The objective scale was constructed in the following manner: A list of 
the methods used in self-destruction was obtained from the publications of 
the National Office of Vital Statistics, Department of Health, Education 
and Welfare. These are the standard classifications of methods in self- 
inflicted death used throughout the United States. They were listed da 

from the medical, psychiatric, and 


random order and presented to persons ; 
psychological professions with instructions to rank them in terms of lethal- 


ity. Agreement between the groups was generally high. The ranmi oh- 


least lethal as fol- 
tained listed the methods from the most lethal to the 
lows: (a) firearms and explosives, (b) jumping eiae orca Rai 
ting and piercing of vital organs, (d) hanging d piercine of digit 
(f) poisoning (solids and liquids), (8 ) hein m RA epis aaar 
organs, (j) drowning (can swim), (A) POON NS ST ements ofiar f 
and soporific substances. Two other integrally related elements otter tur- 
ther information about the lethality of the methods. These are discussed 


below. 
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Point of No Return. This refers to the speed with which the point is 

ached, after the initiation of the first step in the act, at which the chain 
s" events becomes irreversible and death ensues. In general, a gunshot 
iini through a vital organ has an almost immediate point of no return; 
that is, it is practically zero once the trigger is pulled. To take an example 
from the opposite end of the scale, the ingestion of a soporific substance 
such as twelve 114-gr barbiturate capsules has a point of no return of at 
least several hours (from the time the tablets are ingested). 

Feasibility of Intervention for Rescue. This factor is closely related to the 
point of no return, since one important consideration in rescue is the time 
available to carry out the lifesaving activity. However, time is not the only 
consideration in the feasibility of rescue. The method used for self-destruc- 
tion is also of importance. For example, some self-destructive modes allow 
the victim several hours before death, and yet the possibility of the d 
being reversed may not be proportionately great. This occurs wit 
poisons, such as mercuric chloride, which can im 
extent that no effective treatment is 
several weeks later. 


amage 
h some 
pair the kidney to such an 
possible, and the person may die 


ILLUSTRATIVE CASE 


, Single, male Caucasian who had been brought 
into the hospital because of severe self-i 


inflicted lacerations of the throat, which 
had been nearly fatal, 


INTRAPERSONAL ASPECTS 


Intention 


of the state of dissociation 
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aspects of psychosis, which were present, we judged that the patient had 
little integrated awareness of the results of his own self-destructive be- 
havior. 

Patient's knowledge about the method contemplated or used. This pa- 
tient was a high-school graduate. It could be safely assumed that his 


general knowledge would enable him to know that the method he had 


used was a potentially lethal one. 

Conscious provisions for rescue. Sinc 
little integrated conscious awareness 0 
destructive attempt, we judged that there were n 
for rescue. 

Unconscious Intention. Constellation of dynamics. These were the events 
immediately preceding the self-destructive attempt. The patient was an 
extremely dependent person who was also a chronic alcoholic. Shortly 
before he made the self-destructive attempt he had decided to end an 
alcoholic binge of several days. This was probably because of lack of funds. 
He was extremely anxious as à result of the withdrawal of the alcohol 
gratification (and probably also because of the onset of an alcoholic psy- 
chosis). He went to the police, begging them to send him toa hospital for 
treatment. However, because of some difficulty in making himself under- 
stood or because of the reluctance of the police to accede to his request, 
he was not sent to the hospital. As à result of this he became extremely 
angry at the police and at the same time his anxiety mounted a new 
heights. In this patient, therefore, two of the important dynamic indicators 


for self-destructive activity were present, anxiety and hostility. 
tory pointed to a large number of 


Kinds of fantasies. The patient's his 
rescue fantasies. He was constantly seeking to be taken care of and had 
s addition, there were 


: 3 à ions. In 
actually c his desire on many occasions. -n © : : 
y carried out t ‘hich were revealed in hostile, paranoid 


Strong fantasies of being hurt, W i 
descriptions of some of “the events leading up to the self-destructive at- 


tempt. 
Unconscious manipulation of others through threats or attempts. There 


was apparently a strong drive unconsciously to manipulate others, as his 
attempt was made in a fairly exhibitionistic way in an area where he could 


iti is. before he made the attempt by 
n i i dition to this, be L 
ih aptly tuse qae row himself before some slow-moving 


cutti i ied to th : 
a heey ete there was some attempt to manipulate 


vehicles. We might also infer that a s 
the police uoigh several overt threats of suicide when he was with them. 


Life pattern of person. Certain self-destructive trends manifested them- 
selves in the life pattern of this patient. He had a serious chronic illness 


e we felt that the patient had had 
f his intention to make a self- 
o conscious provisions 
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(tuberculosis), the treatment of which he frequently interrupted against 
medical advice. He also followed a not unusual alcoholic pattern of not 
providing sufficient food, clothing, and lodging for himself, 

Unconscious provisions for rescuc. The patient had made fairly marked 
unconscious provisions for rescue. This was evident by his making the 
attempt in an area where he was certain to be detected. As a matter of 


fact, it was this feature of the patient's activity which led to quick treat- 
ment, which saved his life, 


Ego Organization 
Impulsivity versus Efficacy of Controls. Both the 
and various episodes in the 
impulsive person. 
Rigidity versus Flexibilit 
his needs most of his life 


self-destructive attempt 
patient’s past history reveal that he was an 


y. The patient was a rigid person. He had gratified 


become quite anxious. The self- 
Our attention was only one of a 
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versalized his feelings and felt that what was going on was the result of 
the cruelty of the world and that the world would have to be responsible 
for the results of its treatment of him. 

Purpose of the Communication. The purpose of the patient's communica- 
tion was to achieve some respite from his anxiety and, specifically, to get 
into the hospital. The purpose was achieved by his activity. 

In the discussion of the communicative aspects for this patient only 
the communicative elements of the suicidal attempt were discussed. Not a 
great deal was learned of the patient's other communicative functioning 


except the entreaties to the police already mentioned. 


Environmental Aspects 


Patient's Attitude toward Environment and/or Significant Others. The 
patient had a chronically dependent, resentful, and paranoid attitude to- 
ward his environment. He made frequent attempts to secure dependent 
gratification from the environment, but particularly when his anxiety was 
high, he tended to go about this in a resentful way, which often provoked 
rejection. 

Attitude of Significant Other 
determine, the patient was not, 


s toward the Patient. As far as we could 
at the time of his self-destructive attempt, 


relating to persons who were interested in facilitating any positive Ses 
munication with him, nor were they familiar enough and dial etic 
enough with his life picture to be able to understand him E Ae 

Cultural and Religious Attitudes toward Death. The ee ca ES E 
an American Indian background, which possibly had stoic and masochistic 


traits culturally associated with it. 


IMPLEMENTATION 


Objective Scale of Lethality 

The patient used method £, cutting and piercing dj ocn vm 

(slashing of throat), which is approximately apeh mi | s Tiet of 

self-destructive methods. As to the point of Le Eae ho as Hie 
before exsanguination could occur, and the feasibility 


in thi icular case. 
of self-destructive action was good in this parti 


DISCUSSION 
The degree of lethality inferred from the patient's re eei a 
Plementation alone differs from the evaluation eim all een S : 
Schedule are taken into account. The patient used the method of throa 
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hat he was quite likely to be rescued. 
Loin im ON s oe the ie had little awareness 
Inttapsesaneam, p its implications. This is a somewhat ominous sign, 
cr F rend if patients are aware of their intentions in their self- 
= d dp i the lethality tends to decrease. When the factors under 
c intention are evaluated, the 


picture grows worse. The patient 
had exhibited in high degree at least twi 


© of the dynamics found in lethal 


making unconscious p 
die was not yet paramoun au 
the potentiality for lethali , for in every one of the signifi- 
on the negative side. He was impulsive, he 


I5 environment, in which there were practically 
no significant others with w ship, and also 


tive aspects indic: 
making a relative] 
the world at lar 


ated some positive prognostic signs. 
y direct communication of his feelings 
ge. Moreover, he was doing this in a 
9 ensure that the communication would 


ation seemed to be aimed 
Pürpose as Opposed to 


Seeing him dead, 


E there were two important 
trends in this patient's Personality, which had not been integrated. with 
each other. The letha] potentia] j 

but on a relatiy 
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lethal potentiality was considered to have abated with the gratification of 
his immediate demands. The SPC was active in having the patient admitted 
to the psychiatric unit of the hospital for a recuperative stay and in estab- 
lishing a liaison with a community social agency, which took over treatment 
and handling of the case, using the SPC as consultant. 


SUMMARY 


This chapter has presented a plan for the evaluation of self-destructive 
potentiality. It includes both an objective evaluation of the lethality of self- 
destructive attempts and certain theoretical considerations, which involve 
both interpersonal and intrapersonal considerations. It is our premise that 
applying a schedule that attempts to evaluate all or most of the factors 
that are significant in self-destructive personalities helps to ensure con- 
sideration of all necessary areas and to compensate for any difficulties 
resulting from the unconscious tendency to avoid the area and topic of 


death. 
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Suicide among Schizophrenic 
Mental Hospital Patients 


NORMAN L. FARBEROW, EDWIN S. SHNEIDMAN, AND 
CALISTA V. LEONARD 
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indeed, many persons who committed suicide in mental hospitals were 


admitted by virtue of their schizophrenic symptoms in the absence of 
indication of any suicidal potential. This chapter reports the results of a 


systematic comparison of a group of hospitalized schizophrenic patients 


who committed suicide with a matched group of hospitalized schizophrenic 
patients (controls) who did not commit suicide. The intention of this study 
is to focus on the differences between these two groups to find clues relevant 
to the prediction and prevention of suicidal behavior in the mental hospital 
setting, as well as to obtain additional information about suicidal behavior 


in mentally disturbed patients in general. 
SUBJECTS 


The detailed clinical records of 60 schizophrenic patients hospitalized in 
37 mental hospitals throughout the United States in the 1955-1958 interval 
were examined intensively. Thirty of these persons had committed suicide 
while they were under hospital jurisdiction (in or out of the hospital), and 


thirty were mental hospital patients who did not commit suicide and who 
had been discharged from the hospital rolls during this same period. All 60 
subjects were male and Caucasian with a primary diagnosis of schizo- 
phrenia (no attempt was made to select for subtypes among the schizo- 

The 30 suicide cases were 


phrenic disorder, but these data were recorded). een 
randomly selected from a larger group of suicide cases, and the 30 con- 
trols were then selected to match the 30 suicide cases as closely as possible 
On a man-to-man basis in terms of age, religious affiliation. marital status, 
and year of suicide or discharge. 


PROCEDURE A 
records available for each of the 30 


i i is of all the 
An intensive analysis ndertaken in a three-step procedure 


suicide and 30 control cases Was ' 
iK press and comprehensive abstract was cv E P ped 
history, his course in the hospital, and all other € able E cae ion about 
him. This abstract was obtained from records suc ij z * em and 
orders, nurses’ notes, social service reports, psycho a ae 
psychiatric and medical summaries, a Sigon ede 

n his day-by-day stay in the 


jent i ^mptoms, and feelings ! 
esce d all his medications and treatments were recorded 
, 


7 s these could be correlated with any 
and time-line graph 50 : = 
vii aae e All orders for the granting of privileges, passes, 


leaves of absences, and trial visits were noted, as well as any visits to the 
? 


80 The Community Response to the Cry for Help 


isposition of each case was noted; i.e., 
Lager «id dan posed. c of death were added for the suicide 
—— et "s ê of discharge and procedures involved were recorded for 
paa is. Mea Special attention was paid to patterns that emerged, i.e., 
onis e found between the patient's behavior, his medic 
the hospital actions and reactions, and the behavior on th 
tient's relatives and other potential resource 
sheet at end of this chapter). 


ations, 
e part of the pa- 
persons (see sample abstract 


as to conduct an intensive psycho- 
- A team of psychologists and psy- 
n of all the pertinent information 


by each participant in the psychological 
recording the salient features 
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Psychodynamics of the patient, and clues that might have been indicators 
l suicidal behavior. After each con- 
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guished 
x € control cases amon the schizophrenic mental 
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70 per cent) had a history of previous suicidal attempts or suicidal idea- 
tion. Under stress these persons were extremely tense, restless, and im- 
pulsive. They made many requests or demands that something be done to 
relieve their tensions, although what they wanted and the way they de- 
manded or asked for it varied, depending upon their individual characteris- 
tics, as outlined below. They appeared driven to find some kind of relief 
including doing something themselves, if their tensions continued ts 
abated.” 

The above characteristics constitute a general description of almost all 
the members of the suicidal group. Among the total group of schizophrenic 
mental hospital patients who committed suicide,* three subtypes could be 


distinguished: 
The Unaccepting Patient 


Typically, the unaccepting patient resisted or rejected the hospitaliza- 
tion and did not believe, or did not admit, that he was mentally ill (in 
spite of the fact that he was often grossly disturbed and delusional on 
admission to the hospital). The unaccepting patients were frequently 
grandiose in their delusions, insisting that there was nothing wrong with 


ned not only in terms of the reality of a stressful situation (ie., 
tion that would be stressíul to most of us) but also in terms of the patient's 
r this reason the assessment of stress depends upon 
areful study of each patient's background. As an ex- 
re he had felt secure and returning to what 
an understanding employer might find 
ated homosexual conflict and over- 


3 Stress must be defir 
a situa 
own attitudes and feelings. Fo 
variables apparent only after C 
aving the hospital whe 
a loyal wife and 
] because of deep-se 
concerning his male role. 


ample, a patient le: 
was deemed by the staff to be 
the situation unbearably stressfu 

whelming feelings of inadequacy 
“A comment about the word schizophrenic is in order. Ordinarily, the words 
schizophrenic suicide conjure up the image of a psychotic person who might kill him- 
self in response to a haliucinated command, delusional impulse, or a dereistic thought. 
this study was that, among the 


One of the several findings to cmerge dou 
all cases where there was some 


schizophrenic suicide group, suicide occurred in almost i 
evidence of improved organization and control in the patient. This is contrary to the 


notion that suicide in schizophrenic patients represents the depth of psychotic-like be- 
havior. The data from the present research indicate that in almost all the 30 schizo- 
phrenic suicides studied, the suicide was a somewhat organized and planned action by 
the patient in an apparent effort to extricate himself from his intolerable life situation, 
from which he could see no other way out. They appeared to have good “reasons” for 
self destruction, even though they were still clinically schizophrenic at the time (see 

Clues to Suicide, New York: McGraw-Hill 


E. S. Shneidman and N. L. Farberow, : : 
finding has encouraging implications from 


Book Company, Inc. 1957, Chap. 4)- This h 
the standpoint of identifying prodromal clues to suicide and for the control of suicidal 


behavior of the schizophrenic patient. 
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them and demanding to be released from the hospital. They were exceed- 
ingly restless, hyperactive, impulsive, and occasionally assaultive. In gen- 
eral, they did not express feelings of guilt or inadequacy, seldom had 
somatic complaints, and did not manifest any overt signs of depression. 
A previous history of suicidal activity or ideation was present in approxi- 
mately 60 per cent of these patients. Most of them received tranquilizing 
medications, which quieted their symptoms so passes or leaves could be 


given. Suicide on pass or leave occurred in 60 per cent of these patients. 


The Dependent Satisfied Patient 


almost never as- 
lled with anxiety and tension, 
or inadequacy. Somatic com- 
or treatment of various sorts 


al patient improved and became 
hospital. It was only when release 
emented that there was a return to 

€ on pass i isi rred in 
83 per cent of these patients. pass or trial visit occurre 
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patients. The above three subtypes of suicidal patients are described more 
fully below. 


The Control Patients 


By way of contrast, the schizophrenic hospital patients who did not 
commit suicide (the control cases) generally showed the following charac- 
teristics, which distinguished them from the suicide cases. They almost 
never asked for or demanded any sort of treatment; they were seldom 
assaultive, impulsive, or restless and seldom manifested somatic complaints 
or expressed feelings of guilt or inadequacy. A previous history of suicidal 
activity or ideation was present in approximately 40 per cent of the control 
cases, indicating that simply knowing this fact is not an accurate indicator 
of suicide in a schizophrenic group. The schizophrenic control cases were 
often quite delusional, hallucinatory, preoccupied, or withdrawn but seemed 
able to make a somewhat passive adjustment to their own disordered men- 
tal processes and thus showed fewer indications of stress or acute discom- 
fort. They often seemed indifferent to hospitalization and unaware of their 
own illness. By and large, control cases did not do a number of things that 
characterized many of the suicide cases. They did not demand to leave the 
hospital, pace the corridors, strike their fists against walls, need constant 
attention or reassurance, request various types of treatment, or continually 
ask to see the doctor, nurse, Or chaplain. Among the control cases there 
was one subgroup, labeled the marginal nonsuicidal schizophrenic group, 
which was characterized particularly by the fact that these patients seemed 
able to function outside the hospital in a marginal way. Hospitalization, 
when it did occur, often was precipitated by some unusual incident or stress 
in the employment situation, or by a chance arrest for vagrancy, or after 
an alcoholic episode. Upon release from the hospital, they appeared able 
to resume the same marginal adjustment that had characterized them be- 


fore hospitalization. 
HAVIOR IN SUICIDE AND CONTROL CASES 


d information about the suicide and control 


PATTERNS OF BE 


This section presents detaile 
schizophrenic mental hospital patients. 


The Unaccepting Patient 


Ten of the suicide cases were unaccepting patients. These patients were 
usually brought into the hospital grossly psychotic, out of contact with 
reality, very disturbed, restless, hyperactive, and often assaultive. If these 
patients were able to realize that they were actually in a hospital, they de- 
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manded their release, claiming there was nothing wrong and insisting npon 
their religious and civil rights. These patients frequently ha dietis z 
mnipotence and showed a remarkable absence of the feelings of self- 
dom. somatic complaints, and physical discomfort that were so con- 
spicuously present in other types of suicide patients.* The unaccepting 
patients appeared to have little insight into their illnesses; yet the sev 
of illness on admission tended to be high, with an obvious 
for hospitalization. The distinguishing 

peared to be not only an agitated, acting-out behavior pattern under stress 
(usually requiring the use of sedation, wet packs, or restraints) but also 
a complete resistance to the hospital and to the idea that there was any- 
thing wrong with them. 


During the course of hos 
for nine of these patients an 


erity 
and urgent need 
features about these patients ap- 


drugs? were used 
d appeared to have a calming effect on all but 


tranquilizing drugs, and six 

rapidly. Although this is a diffi- 
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in the hospital in th "hat more cooperative, they never 


effort at getting out o 
During the psycho 
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schizophrenic 
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how the reaction 
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and permitted passes and leaves to be prematurely given. A question also 
raised was the possibility that the calming effect of the drugs might allow 
the patient to have painful insights before he was prepared to cope with 
them. 

When passes and leaves were considered, these patients seemed to be in 
a particularly difficult *double bind" position. They could not accept hos- 
pitalization, and if, in addition, their home environment was unbearably 
stressful, it was apparent that they would face an intolerable situation 
either way. With the restless, impulsive, acting-out type of behavior these 
patients had shown under stress, they were not able passively to accept a 
difficult home situation and self-destruction became the escape chosen. 
Suicide was committed by eight of these patients at a time when there 
was a remission of their illness and under circumstances indicating that 
there had been considerable planning and organization in bringing about 
their own deaths. Six of the suicides occurred while the patients were on 


pass or leave. 


The Dependent Satisfied Patient 


Twelve of the suicide cases were patients characterized by a high degree 
of dependency on the hospital and were patients who seemed fairly satisfied 
with their hospitalization. Their behavior whenever they were under stress, 
however, was generally tense, anxious, and restless; they had many somatic 
complaints and made many requests for treatment of various kinds; they 
were overtly depressed and often expressed feelings of guilt and/or inade- 
quacy. They usually realized they were ill (many were voluntary admis- 
sions) and were depending on the hospital for help. A past history of sui- 
cidal activity or ideation was present in nine of them. 

Tranquilizing drugs were given to all these patients during the course 
of their hospitalization and seemed to be very helpful in calming most of 
them; however, that tranquilizing drugs did not eliminate suicidal poten- 
tiality in these patients is evidenced by the fact that eight were receiving 
such drugs at the time of suicide. Shock therapy was received by six of 
ad just finished a course of shock treatment at the 


these patients, and one h 
psychotherapy had been part of the 


time of suicide. Group or individual 


treatment of six of these patients. . 
Most of the dependent satisfied patients seemed to improve in the hos- 


pital, and as they did, their behavior became deceptively nonsuicidal. It 
was only when passes or leaves were considered or given that there was a 
return of the tension and anxiety previously shown under stress. Many of 
these patients were released on pass or trial visit to what appeared to be a 
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fairly optimal environment (a supportive wife or parents, a jb T in 
for the patient during his hospitalization, and so forth). How ner dece 
investigation it was evident that the patient felt a great dea o - v 
and ambivalence about his home environment and that it was to him 
most stressful situation. All these patients showed tension or 
passes and leaves were considered or given, and ten committed 
pass or trial visit. Eleven of these 
or hallucinatory but were felt to 
suicide. 

Assessment of suicidal 


anxiety as 
suicide on 
patients were not considered delusional 
be in good contact at the time of their 


potentiality in these patients was particularly 
ological autopsies; however, it became increas- 
al risk was based on the extreme importance of 
tients. They simply could not be separated safely 
from the hospital until t 


ey had found another Sanctuary that was ac- 


ceptable to them or until they had learned new means of coping with out- 
side stresses. 


The Dependent Dissatisfied Patient 


The eight dependent dissatisfie 
patients, showed a high degree of 


ed great dependency 
Ppeared hopeful of help, this attitude 


increasingly disturbed 
sharp increase in rest- 


- Statements such as 
other people don't like me,” “I should 


for me anywhere” were frequent and 
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Any manifestation of annoyance or hostility on the part of the hospital 
staff or other patients seemed only to intensify the plight of the dissatisfied 
patient. He had clearly indicated his inability to handle his tensions out- 
side the hospital, and yet he had been unable to find the help he needed in 
the hospital. He literally had no place to go, as he could neither leave the 
hospital nor tolerate his anxieties and unsatisfied needs within it. Six of the 
eight dependent dissatisfied patients committed suicide within the hospital, 
and all six were on tranquilizing drugs at the time of the suicide. (Ob- 
viously no causality is implied, but masking effects might legitimately be 
inferred.) These patients were generally considered in good contact, and 
two left suicide notes. 

By and large, the dependent dissatisfied patient appeared to be a person 
who couldn’t leave the hospital and yet seemed to have lost faith in the 
therapeutic potential of his hospitalization. Often these patients felt (with 
some justification) that they were not liked by others (“nobody likes me,” 
“the doctors think I’m making this up,” “this is the only way out”). 


The Nonsuicidal (Control) Patient 


An important characteristic that generally distinguished the typical 
nonsuicidal (control) patient from the suicide case was his passive, ac- 
cepting, somewhat indifferent attitude toward hospitalization and toward 
his environment in general. There were 16 of the 30 nonsuicide schizo- 
phrenic patients who were designated marginal. This type of patient ac- 
cepted his hospitalization without complaint or demand and without asking 
for treatment or objecting to what he got. He did not seem dependent on 
the hospital, nor did he seem to reject or resist. He didn’t ask to leave the 
hospital or leave without permission nor did he seem to need to stay in 
the hospital; he often seemed somewhat indifferent to being discharged 
from the hospital. Although frequently quite delusional, hallucinatory, 
isolated, or preoccupied, this type of patient nevertheless had seemed able 
to make a passive adjustment to his illness. He could live with it. His 
degree of illness therefore did not appear quite so severe as in the dis- 
turbed, restless, hyperactive patient, who seemed unable to make much of 
an adjustment to the stresses that beset him. If it can be said of the suicide 
cases that suicide resulted when they found themselves in a stressful situa- 
tion from which they saw no other means of escape, it might also be said 
of the marginal nonsuicidal (control) patient that he had no need to escape 
anywhere. He was almost never demanding, impulsive, or assaultive. He 
rarely eloped and rarely expressed feelings of guilt and/or inadequacy. He 
was usually not depressed or restless and did not usually have somatic 
complaints. He tended to be an older, single man, often alcoholic, whose 
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degree of illness did not seem quite so severe 
patients. He was often able to function outside 
way, and many times hospitalization w. 
situational stresses or perhaps after a pr 

Viewing the course of hospitalization for these patients, it was seen that 
in a few cases where situational stresses had precipitated hospitalization, 
the patient improved rapidly with custodi 
and was released within 2 or 3 months, H 
marily a temporary period of obsery. 
pitalization was necess, 


as in other schizophrenic 
the hospital in a marginal 
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olonged alcoholic episode. 
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ospitalization seemed to be pri- 
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not be maintained, Only three patients 
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Symptomatic Treatment. Symptomatic treatment, such as sedation, tubs, 
packs, or restraints, was frequently used for the disturbed patient who 
later committed suicide. These temporary measures seemed helpful in 
quieting patients and were frequently asked for by many of them. Tran- 
quilizing drugs (usually chlorpromazine) were used for all but one of 
these patients and appeared to have a calming effect in almost all cases 
and to be very beneficial in a great many cases. There is no doubt that the 
use of tranquilizing drugs was most helpful to these patients and to the 
hospital staff in quieting patient disturbance and alleviating tension and 
distress. However, there appeared to be a danger involved in the use of 
tranquilizing drugs, which stemmed from the apparent assumption by the 
hospital staff (and probably the patient and his family as well) that, be- 
cause the patient was calmer and appeared improved, he was well enough 
for passes and leaves. This appeared to be a confusion of symptomatic 
treatment with fundamental treatment. The use of tranquilizing drugs is 
presumed to render a patient more amenable to treatment, but he must 
still learn a better adjustment to environmental stresses before he may be 
safely released on passes or leaves. 

Psychotherapeutic Treatment. Group therapy and individual psycho- 
therapy. Not enough patients had received this type of treatment to make 
a meaningful evaluation. Such therapy was tried and discontinued for a 
few patients who could not apparently benefit from it. Some suicide cases 
and some control cases had had extensive therapy. One patient who had 
received individual psychotherapy for the six weeks of his hospitalization 
committed suicide on his first pass home. 

Milieu therapy. Milieu therapy was apparently a standard hospital treat- 
ment method used in almost all cases and appeared to be enjoyed by most 
patients. It seemed to have considerable value in helping with improvement 
in the hospital; there was, however, a lack of evidence that this therapy 
left these suicide patients better equipped to face the stresses of life outside 
the hospital. Therapy of this sort most frequently consisted of leather- 
working classes, woodshop, metal shop, swimming, basketball, calisthenics, 


and so forth. ] 
Notes in the patient's folder from therapists who conducted these various 


groups were often highly revealing in their reports of variations in the 
patient's behavior. Such reports by therapists about increased tension, rest- 
lessness, and suicidal ideation in a patient appear to be a valuable source 
of additional information for the staff in assessing suicide potentiality. 
Electrical, chemical, and surgical trcatment. Shock treatment (electrical, 
chemical, or both) had been given to 18 of the 30 suicide cases. Such treat- 
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ed to give only temporary relief and did not appear to do onm 
key aem cases, As a symptomatic treatment it seemed far less effective 
al E drugs. Fear of shock treatment was expressed by em 
atients, and two suicides occurred in which there was some indication t p 
fe of the precipitating factors was fear that shock treatment would be 
instituted. 
-— patient had received a lobotomy and one a leukotomy ; yet tots 
subsequently committed suicide. The patient who received the pre 
had also had many courses of shock treatment over a period of severa 
years but had continued highly disturbed and actively suicidal, repeatedly 
attempting suicide by hanging. Even after the lobotomy had been per- 


formed, he had remained suicidal, although he was somewhat calmer. He 
finally succeeded in hanging 


himself in spite of the vigilance of the hospital 
staff, who were alert to the suicidal danger in this patient. He had not been 
given tranquilizing drugs inasmuch as his death occurred before they were 
being widely used. 


apparent from the preceding paragraphs 
ment seemed effective in most suicide 

appeared to improve these patients 
ability to adjust more satisfactorily. During the psychological autopsies 
held on the individual cases, it was f 


most hazardous, It was su 
tients were simply not abl 
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present study, there appeared to be one large group of schizophrenic (con- 
trol) cases who did not seem potentially suicidal. The schizophrenic suicide 
patients in this study seemed suicidal not necessarily because they were 
schizophrenic per se, but because there were other suicidogenic forces dis- 
turbing them. These forces seemed to be (A) a driving necessity for relief 
from tension; that is, a restless, demanding, solution-seeking behavior 
under stress; (B) a life situation that was too difficult and stressful for 
the patient to endure without relief; and (C) an inability to find a better 
way out of their difficulties. There was surprising (and fairly strong) evi- 
dence in the present study that suicide did not usually occur in schizo- 
phrenics in response to impulsive delusional thoughts or hallucinations but 
rather that self-destruction occurred in a somewhat planned and organized 
attempt at extrication from intolerably stressful life situations. That these 
patients could see no other means of escape except through suicide might 
well be one manifestation of their illness, as a constriction of focus and 
lack of flexibility seem generally to be accepted as characteristic of 
schizophrenia. 

The evidence in this study that most of the suicides did not occur as a 
result of delusional actions gives rise immediately to an interesting specula- 
tion: if these patients’ illnesses were in remission, could psychosis then be 
thought of as a protection against suicidal impulses in schizophrenic pa- 
tients? Is it possible that the partial lifting of a psychotic state without 
substituting adequate new defenses leaves these tension-ridden, solution- 
seeking patients at the mercy of their tensions? If psychosis is for these 
patients an escape from intolerable stresses of reality, perhaps the partial 
easing of the psychotic state through medication or tranquilizing drugs 
brings these patients to a state of painful insight before they are able to 
cope with new insights. It has been suggested that perhaps one effect oí 
tranquilizing medications is to render a return to the former protective psy- 
chosis difficult or impossible. Certainly these questions warrant further 
TRIS iat and the Drive for Relief of Tension. One of the best 
single clues that appeared to distinguish suicidal schizophrenics from con- 
trol schizophrenics was the presence of behavior under stress that indicated 
th» patient was undergoing à tremendous drive for relief of tension. Not 
only were symptoms such as restlessness, tension, and anxiety present, but 
th» patient usually made other active attempts to change his situation 
th-ough demanding, insistent behavior. In discussing the drive for relief of 
t^nsion, the immediate (circular) question arises: Is the degree of tension 
ater in the suicidal schizophrenics, or are they simply less able to bear 


er 
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tension than the more passive control cases? The nonsuicidal (control) 
schizophrenic patients, in general, appeared to be just as popes a 
lusional, mute, isolated, withdrawn, and preoccupied as did the Ape 
schizophrenic patients. However, the control Cases seemed to lack the tests 
lessness, activity, and demand for relief of tension displayed by the schizo- 
phrenic suicides. Although many suicide cases were subject to unusually 
Severi and realistic stresses, this was also true of some control cases. In 


e patient seemed to be due primarily 
attitudes rather than to a realistically 
ough this difficult question of stress 
"nic presents formidable methodological 
triguing point in the approach to the 
eness, isolation, and withdrawal may be 
that is prodromal to suicide) than the 
restless striving of the suicidal patient, 

of Emotional Behavior. Another highly 
' the suicide cases almost without ex- 


ception, and absent in the majority of Control cases, was the presence of 
highly charged feelings and attitudes about their illness and about their 
hospital 


an in control 
alternated between 
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by the hospital, whereas others were highly dependent on the hospital to 
help them in their illness. These extremes of behavior may represent basic 
differences in lifelong behavior patterns between the suicide cases and the 
control cases, or they may merely represent desperate attempts on the 
part of the suicide case to handle the inner turmoil besetting him. Further 
study of the presence of extremes of behavior in the suicide cases seems 


indicated. 


Suggestions for the Management of Suicidal Behavior 


In spite of the best care that a mental hospital can provide, an occasional 
suicide by a patient does occur. This is due in large part to the difficulties 
inherent in the problem: the confusion of psychosis and suicidal tendencies 
and the uncertainties of assessing suicidal potentiality because of lack of 
knowledge and limited research findings on the problem. Many of the 
following suggestions are standard procedure in mental hospitals. Some 
have emerged as a result of this study and are now in the process of being 
put to empirical test. The suggestions for prevention of suicide presented 
below are made in relation to the three types of suicide cases: the un- 
accepting, dependent satisfied, and dependent dissatisfied patients. 

The Unaccepting Patient. Inasmuch as the unaccepting patient resists 
hospitalization and often has little insight into his illness, control of sui- 
cidal behavior appears particularly difficult. Because he is often quieted 
rapidly with tranquilizing medications and is anxious to leave, the problem 
of when to give passes or leaves is crucial and his home environment be- 
comes of vital importance. Some suggestions follow. 


1. Considerable social service investigation and careful evaluation of 


the patient's home environment is particularly indicated before release of 


patient on pass or leave. 
TEC " 
2. Orientation of family members to the patient's illness is necessary. 


Many family members seem to lack understanding and seem to place un- 
due pressure on the patient upon his release from the hospital because he 
may seem improved. ' . 

3. Although ideally this type of patient should be provided with the 
arn new ways of coping with outside stresses, this may 
prove difficult because he has little recognition of his illness. The necessity 
for providing a supportive home environment for him is apparent. 

4. Both the hospital staff and the patient's family members should be 
aware of the suicidal risk in releasing this patient on pass or leave, should 


opportunity to le 


his home environment prove too stressful. 
5. For the unaccepting patient who must remain in the hospital, it ap- 
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pears of primary importance to give him some hope of an eventual release 
into an outside environment that he will look forward to. 

In summary, the following can be said about the r 
unaccepting patient: if he must remain in the hospit 
the kope of eventual release into an environment he 
There is suicidal risk as he improves. If he seems w 
or leaves away from the hospital, he must zo; be rel 
environment. He will want to leave because he is no 
doesn't mean he can handle outside stresses, A c 
home situation must be made before giving 
tute environment must be found 
factory. 


It should be re-emphasized that not only is the unaccepting patient re- 
sistive of hospitalization, but his past behavior pattern under stress has 


, i y acting out. If he is returned to a 
stressful environment, this dangerous reaction pattern may reappear. 


The Dependent Satisfied Patie 


management of the 
al, he must be given 
will look forward to. 
ell enough for passes 
eased into a stressful 
w improved, but this 
areful evaluation of his 
passes or leaves, and a substi- 


if his home environment is not satis- 


nt. 


in spite of anxiety and 


» he is therefore well 
Dent from which he 
ent, primarily tranquilizing 
Pression in the hos- 


enviro 
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present with the possibility that stress would cause his suicidal tendencies 
to flare up again when he left the hospital. 

5. There is a need for a long and close protective association with the 
hospital and a gradual release of this patient into a new environment that 
he will accept as a sanctuary. Some control subjects who seemed potentially 
suicidal were fortunate in having this close protective association with the 
hospital. Unlike the unaccepting patient, who resisted being held in the 
hospital, the dependent satisfied patient seemed quite willing to stay; the 
problem was how to get him safely out of the hospital once he had shown 
improvement. 

6. Before even a gradual release of this patient from the hospital, a 
careful evaluation of the home environment needed to be made from two 
standpoints: (A) there must be a realistic evaluation through social service 
investigation to determine the supportiveness of the home environment; 
(B) most importantly, there must be an evaluation of the stressfulness of 
the home environment from the standpoint of the patient’s own feelings 
and attitudes. Regardless of the reality of the situation from the standpoint 
of others, if the patient felt the home situation to be unbearably stressful, 
then it was nonsupportive. Anxiety and tension about leaving the hospital 
was shown by all dependent satisfied suicide cases. If there is any question, 
it is safest to allow the dependent satisfied patient to remain in the 
hospital. . 3 

To recapitulate, the management of the dependent satisfied patient can 
be described as follows: This patient does not seem suicidal so long as he 
stays in the hospital, but if there is any tension or anxiety about passes 
or leaves away from the hospital, there is suicidal risk. This patient is 
often deceptively nonsuicidal as he improves #7 the hospital under tran- 
quilizing drugs, but he cannot be released safely on pass or leave; he needs 
hospital protection against his own impulses (and usually asks for this 
protection) until he can be gradually released into another sanctuary that 
he can accept or until he has learned new defenses against stress outside 
the hospital. It should be emphasized that no matter how Supportive the 
home environment seems, if the patient shows tension or anxiety at the 
thought of leaving, it is not safe to separate him from the hospital and 
release him into a stressful environment. - 

The Dependent Dissatisfied Patient. The problem of control of suicidal 
behavior in this patient rests on the recognition of the extreme importance 
of the hospital to him and of his inability to leave it. The first steps in the 
control of suicidal behavior depend upon giving him the emotional support 
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he needs in iže hospital. If this can be accomplished, the problem of E 
leasing him safelv from the hospital is the same as that outlined in the 
preceding paragraphs for the dependent satisfied patient. o : 

Suggestions for the immediate control of suicidal behavior in the de- 
pendent dissatisfied patient while in the hospital are the following: 

1. The establishment of a “buddy system,” in which carefully selected 
volunteers might act as "big brothers" for the patient. This might be a 
valuable adjunct to other hospital and therapeutic procedures, and the 
purpose of this relationship would be to convey to the patient 
interest, a feeling of belief in his own worth 
meanwhile to protect him from his own 
might help to satisfy, at least tempor: 
for attention and reassurance in this t 

2. Often the institution of any new treatment or medication gives this 
patient temporary relief and improvement. 

3. Sympathetic recognition on th 


a sense of 
and his own integrity, and 
self-destructive impulses. This 
arily, some of the excessive needs 
ype of patient. 


€ part of the hospital staff that the 
excessively complaining, demanding, depressed behavior of the dissatisfied 
patient is an expression of desperate, although excessive, need for care and 
support. 


4. Hospital staffs should be alerted to the fact 
threats or mild suicide attempts that are attenti 
taken Seriously. The fact that this behavior isa 


that repeated suicidal 
on-getting devices must be 


-getting devices, 
commit suicide 
atisfied in the hospital or 


has no place to o. Suicidal i i eats 
must be taken Seriously; sui : mel (p dés er i 


' to him; giving him 
emands; above all, providing 
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sympathy and understanding, even though his behavior may make this 
most difficult for those around him. 

The long-range control of suicidal behavior seems to rest on securing 
a satisfactory adjustment in the hospital and then applying the suggestions 
for control of suicidal behavior listed in the preceding section for the de- 
pendent satisfied patient. 

This chapter is concluded by presenting the salient characteristics that 
appeared generally to distinguish the three types of suicide cases from 
the majority of the control cases. These characteristics have been arranged 
as a check list to provide a convenient brief method for assessing suicidal 
potentiality in a hospitalized schizophrenic patient, based on the empirical 
data developed in this chapter.” § 

In addition, there are reproduced some of the forms used in the evalua- 
tions of patients in this study. The data are for one of the schizophrenic 
patients in the study, an unaccepting patient who committed suicide by 
gunshot wounds while at home on pass. These forms include (A) an ab- 
stract sheet (in which a brief abstract is made of the patient's records), 
(B) a summary sheet (filled out at time of the psychological autopsy), and 
(C) a sample score sheet for this patient based on the check list of suicidal 
potential for hospitalized schizophrenic patients. 

1 This check list must be filled out by someone familiar with the patient's present 
behavior and past history as well. It may be filled out at any time, of course, but is 


particularly designed to be used when a schizophrenic patient is well enough to be 
considered for passes and the question of possible suicidal behavior becomes particularly 


urgent. 
"The check list has been scored for the illustrative case of John Doe which follows. 


— 


bl 
[1 


Patient's Name Doe, John Ward 


Date 


CHECK LIST OF SUICIDAL POTENTIAL FOR HOSPITALIZED SCHIZOPHRENIC PATIENTS * 
Initials 


Instructions: For each horizontal row, put an X before the phrase that best describes the patient. If there are duplicate phrases 
or if more than one phrase seems to describe the patient, check both. If none seems applicable, omit that row. 


Control Unaccepting 


Part A—Attitzades toward hospitalization and illness 


Patient has never demanded to x Patient has on occasion de- 
leave hospital. manded to be released from 


hospital. 


xDoesn't seem to realize he is x Doesn't seem to realize he is 


really ill. really ill. 
Never asks for anything. x Will ask for something on 
occasion. 


Doesn't seem to need atten- xHas been loud and demand- 


tion or reassuramce. ing on occasion. 


xIndifferent to ‘hospital staff. xHas on occasion been assault- 
ive toward a stafí member. 


Has seldom asked for any kind Has seldom asked for any 
of treatment or medication. kind of treatment or medica- 
tion. 


Total 2 Total 5 


Dependent Satisfied 


Patient seems to feel safer in 
hospital. 


Realizes he is ill. 


x Will ask for something on oc- 
casion. 
Likes attention and reassur- 
ance. 
Very attached to some staff 
member (doctor, nurse, ther- 
apist, etc.) 
xOn occasion has asked for 
some type of treatment (se- 
dation, seclusion, medication, 


etc.) 
Total 2 


(Indicate the total number of phrases checked in each column in Part A) 


* Check V has teen scored ior illustrative case of John Doe, abstracted on pp. 102-106. 


Dependent Dissatisfied 


Patient does not want to 
leave hospital. 


Realizes he is ill and expects 
hospital to help him. 
Constantly asking for or 
wanting something. 

Needs constant attention and 
reassurance. 

Frequently asking to see doc- 
tor, nurse, chaplain, therapist, 
etc. 

Frequently asks for some type 
of treatment (medication, 
therapy, sedation, etc.) 


Total O 


00 


Control Unaccepting 


Dependent Satisfied 


Part B—Behavior pattern under stress (both presemt and past behavior) 


Not restless. xHss been extremely restless 


on occasion. 


Not impusive. xXOn occasion has 


assaulted others, 
against walls, etc. 
xSeldom his somatic complaints. xSeldom has somatic com- 
plaints. 


impulsively 
struck fists 


xSeldom expresses any feelings xSeldom expresses any feelings 
of inadequacy, inferiority. of inadequacy, inferiority. 


Is usually isolated and with- xOn occasion has been antag- 
drawn. onistic or interfering 


others. 
xMay have history of past sui- xMay have history of past 
cidal activity, but not suicidal suicidal activity, but not sui- 
in hospital. * cidal in hospital. 


with 


Total 3 Total 6 


Indicate the total number of phrases checked in each column in Part B) 


xHas become restless on oc- 
casion when under stress. 


xHas in the past on some oc- 
casions impulsively struck 
things, overturned tables, etc. 


Has somatic complaints when 
things aren't going so well for 
him. 


Has on occasion expressed 
feelings of lack of personal 
worth, inadequacy. 


Varies between periods of iso- 
lation and sociability. 


Has previous history of sui- 
cidal activity and has been 
suicidal in hospital on occa- 
sion. 


Total 2 


Dependent Dissatisfied 


Is frequently restless, pacing. 


xCan be very impulsive on oc- 


casion. 


Has frequent somatic com- 
plaints. 


Has frequently expressed feel- 
ings of lack of personal worth, 
inadequacy. 


Tends to be a nuisance and 
bothersome to staff and to 
other patients. 


Has previous history of sui- 
cidal activity and has threat- 
ened suicide in hospital or 
has made mild attempts. 


Total 1 


00r 


Control 


Unaccepting 


ment and toward release from hospital) 


xShows no particular tension or xShows no particular tension 


anxiety with passes or leaves 


away from hospital. 


Indifferent to whether or not he 
can get along away from the 
hospital. 


Somewhat indifferent to home 
environment. 


xPatient has never tried to 


elope. 


Much improved with tranquil- 
izing drugs; patient has never 
shown a pattern of great dis- 
turbance. 


Patient seems able to endure 
unhappiness somewhat pas- 


sively. 


Total 2 


or anxiety with passes or 


leaves away from hospital. 


x Feels he can do all right away 
from the hospital. 


xHas mixed feelings toward 
home environment. 


x Patient has eloped or has de- 
manded to leave the hospital. 


x Although quieter with tran- 
quilizing drugs, patient does 
not seem to have learned new 
methods of coping with home 
environment. 

xPatient being released into 
same environment from which 
he was originally hospitalized. 


Total 6 


Dependent Satisfied 


Part C—Stressfulness of patient’s life situation (supportiveness of home environment, patient’s attitude to 


Shows some tension and anx- 
iety with passes or leaves 
away from hospital. 


Has on occasion said he was 
afraid he couldn't control his 
impulses away from the hos- 
pital. 
Home environment seems all 
right, but patient has mixed 
feelings about it. 
Patient has seldom made any 
attempt to elope; fairly satis- 
fied in the hospital. 
xAlthough quieter with tran- 
quilizing drugs, patient's basic 
problems haven't changed. 


Patient is much happier in 
the hospital than out. 


Total 1 


RRKar®acate Gace total murcber of chraces checked in each column in Part C» 


(Continued) 
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Dependent Dissatisfied 


ward home environ- 


and leaves 


Resists passes 
away from hospital; shows 
tension and anxiety with 
them. 

Feels that no one is interested 
in him or trying to help him. 


Patient ambivalent toward 
home; home environment is 
also ambivalent toward him. 
Patient has threatened to 
elope but doesn't really want 
to leave the hospital. 
Tranquilizing drugs don't 
seem to do much for him; 
still unhappy most of the 
time. 


Patient is unhappy in the 
hospital and out of the hos- 


pital. 


Total 0 


IOL 


Assessment of suicidal potential * 


If there is an absence of many 
phrases checked in the other 
three columns and if there is a 
score of 4 or more in each of 
the parts (A, B, and C), there 
is reassurance that the patient 
is probably not suicidal at this 
time. Note particularly that 
there is a similarity between 
the control (nonsuicidal) pa- 
tient and the unaccepting sui- 
cidal patient. The unaccepting 
patient has, however, an ap- 


parent potentiality for acting 
out. 


A score of 3 or more in each 
of the parts (A, B, and C) 
indicates a possible suicide in 
or out of the hospital. 


A score of 3 or more in each 
of the parts (A, B, and C) 


indicates a possible suicide on 
pass or leave. 


* If patient appears potentially suicidal, refer to suggestions for management. 


A score of 3 or more in each 
of the parts (A, B, and C) 


indicates a possible suicide in 
the hospital. 
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ABSTRACT SHEET 
Doe, John (suicide case) 
Anytown, U.S.A. (hospital) 
Diagnosis: 
schizophrenia, undifferentiated 


Date of suicide Suicide on trial visit 
1958 Method of suicide: 
: " T id 
gunshot wour 


10/15/59 (case reviewed) 


i i vhen 
Presummary: 41-year-old white male, Protestant. Married. Parents died v 


he was 5, and he was raised by aunt, Miss Doe, to whom he was very m 
Graduated from high school and began working at an early age. In cube 
1943. Married girl overseas, had one child, was later divorced. Upon t and 
he was in hospital 35 days; diagnosis, Schizophrenia, Released on til ere 
discharged 1944. Worked as mechanic 8 years. Married again, has s c (200 
(and one stepchild), Living in substandard home. Wife exceedingly o LÉ de: 
Ib). Wife jealous of patient's continued attachment to his aunt. d d 
scribed as quiet, gentle, goodhearted. Illness began again in spring, 1957, 


: : ught 
patient not hospitalized until 1958. Developed delusions of persecution. Thoug 
somebody had it in for 


5 eing 

him. Fearful, worried about his job. Felt he ee ote 

crowded in by women ever since he was born. Felt Euilty about his divorce: and 
Was committed When, in a delusional state, he tried to take small wp 7 
take plane to join his divorced wife overseas, Admitted to hospital, April, 
Date 


Hospital Course 
April, 1958 


Brought in by police, Very aggres- 
sive, disoriented, Upset about be- 
ing in locked room, Thinks it is a 
gas chamber and the overhead 
light is an X Tay. Believes he is 
Going to be killed. Reading Bible 
most of P.M. 

Ate fairly well, Appears oriented 
but apprehensive, Became dis- 
turbed about 3 P.M. but manage- 
able. Moved Mattress and bed 
Covers around room, Read Bible 
by night light. Refused to have 
Ceiling light on, Hammered on 
oors and walls with pitcher. About 
9 PM. asked to see a police psy- 
Chiatrist or any doctor. Wouldn't 


Passes Medication 


4/19/58 


Date 


4/20/58 


4/21/58 


4/22/58 


5/1/58 


5/7/58 
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ABSTRACT SHEET (Continued) 


Hospital Course 


take sedative. Before doctor ar- 
rived, patient had removed ceiling 
light and wiring, broken bulbs on 
floor; room strewn with wreckage, 
covers, reading materials. Patient 
bleeding from cuts. At 10 P.M. 
doctor came, and patient was re- 
moved to another room with only 
a mattress, Patient was given Bible. 
Special aide present. 

Patient crawled inside mattress 
cover and turned over so he was 
covered by mattress; shouted “air 
raid.” Wrist restraints applied. Re- 
fused food. Attendant present. Still 
moves bed around room. Reads 
Bible, tears pages out and stuffs 
them in toilet. Has broken ceiling 
light. Wrist restraints again. 
Patient refuses medication because 
of religious beliefs. Talks con- 
stantly, rambling. Demands ciga- 
rettes frequently. Vomited oral 
dose of chlorpromazine. Patient is 
tense, suspicious. Takes Bible in 
shower and refuses to let anyone 
hold it for him. 

Tense but cooperative. In good 
contact. Routine laboratory and 
x-ray examination ordered. 
Patient has had occasional dis- 
turbed spells. In between these he 
is cooperative, talks well with ward 
When disturbed, he has 
jerked wall light from wall, torn 
lock off window sash, and ripped 
open mattress, removing à small 
part of spring. 
Behavior continues variable; at 
times pleasant, then confused and 
disturbed. 


personnel, 


Passes 


Medication 


Chlorpromazine, 
150 mg/day 


Chlorpromazine, 
300 mg (orally) 


Chlorpromazine, 
200 mg 


104 


5/21/58 


5/24/58 
5/26/58 


5/31/58 


6/1/58 


6/2/58 


6/8/58 
6/22/58 


7/1/58 
7/9/59 
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Hospital Course 


To dental clinic for treatment. 
Five teeth extracted. 

Sarcastic, negativistic. Assaulted 
aide when approached. Hyperac- 
tive, pacing, calling out, complain- 
ing of pain from recent dental ex- 
traction. 

Hyperactive, yelling, demanding 
release, complaining of pain in jaw 
after visit to dental clinic yester- 
day, restless, stealing anything he 
can from other patients. Pulled fire 
alarm. 


Hyperactive. Disturbing other pa- 
tients. 


Preaching to ward. Giving orders 
to aides. 

When aides opened door of pa- 
tient’s room at bedtime, they found 
he had made a 14-ft rope of sheets, 
His belt was attached to it also, 
Patient had been talking about 
leaving here at first chance, Patient 
to be observed closely. 
Hyperactive, Demanding medicine 
for pain in jaw. Became hostile 
when his request to go to church 
was refused. 

Assigned to corrective therapy, 


manual arts therapy, and educa- 
tional therapy. 


Gate pass for card party. 


Partial Privileges granted. 
Patient apparently 
Proved Physically 
Has adjusted well to ward routine. 


Interested in everything. Trans- 
ferred to Open ward, 


very much im- 
and mentally, 


Passes 


Gate pass 


Medication 


Chlorpromazine. 
600 mg 


Chlorpromazine, 
900 mg 


Chlorpromazine. 
300 mg; Equa- 
nil, 400 mg 
Equanil discon- 
tinued . 
Chlorpromazine, 
400 mg . 
Chlorpromazine, 
200 mg 


Social Service, Manual Arts Therapy, Educational Therapy reports: 


July-August, 
1958 
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Hospital Course Passes 


On pass with wife. Took along sup- On pass 
ply of medicine. 

Patient states he enjoyed his leave 

very much and seems in good con- 

tact. 


Social service: Wife has been liv- 
ing on relief. Children in need of 
dental care. Relationship of wife 
and patient was cool and distant 
during recent years, but they were 
beginning to reach a better under- 
standing. Patient is quiet, mild, de- 
pendent. Will need considerable 
support in making adjustment to 
home. Patient and wife encouraged 
to call upon social service. Wife's 
letter to hospital indicates she 
didn't want patient released from 
hospital "before he was cured be- 
cause I wouldn't want him to break 
down on us. It was awfully hard 
on us." Wife wrote that July visit 
home was very successful and that 
patient had "stood up" to his aunt 
and told her he was busy with his 
family (wife resented patient's 
close attachment to his aunt). 

Manual arts therapy report: pa- 
tient very quiet. Talks in low mod- 
erate voice. Attitude toward work 
and family excellent. Plans to build 
own boat and trailer when he goes 


home. 
Educational therapy report: Pa- 
tient was very depressed when he 
entered ET in June but was in 
good contact and did well in stud- 
ies. He talked freely with therapist 
about his family, work. home. hob- 


Medication 
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sse edication 
Date Hospital Course Passes Medica 
bies. Seems in much better spirits 

now. Changes seemed to come after 

he visited home. 


8/4/58 Letter from patient’s old employer Chlorpromazine, 
indicates his job is waiting for him, 100 mg 
8/7/58 Patient presented to special staff 


with Dr. A. who felt patient was 
looking for a close dependent rela- 
tionship and had difficulty separat- 
ing from his aunt. Dr. A. recom- 
mended fairly early discharge, feel- 
ing it would be helpful. 

On pass with wife. Returned in 
cheerful spirits, Cooperative. 
Pretrial visit report indicates need 


to go slowly. Patient is attending 
group therapy. 


Trial visit approvi 


8/11-19/58 On 3-day pass 


8/22/58 


8/27/58 ed for patient, in 
custody of wife, as soon as his den- 


tures are completed and fitted. He 

may travel unaccompanied, 

Patient cleared for trial visit be- 

ginning 9/9/58. 

9/9/58 Patient left hospital for trial visit. 
Given 3 weeks? medication, Re- 
quest for trial visit follow-up and 
continued PSychotherapy for both 
Patient and wife Sent to district 
Clinic, 

(Stop here for 

9/10/58 


9/4/58 


On trial visit Chlorpromazine, 
100 mg, con 
tinued 


psychological autopsy) 
Patient shot himself at home. 


When patient returned home on 


9/9/58, he see 


and go off; gave no Teason why. 
Kept Tepeating “it’s Eood to be 
home.” When wife went to store 
next day, he Sent children out of 
the house and shot himself, 
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Patient’s Name: Doe, John Hospital: | Anytown, U.S.A. 

1. Diagnosis: summarize main behavior symptoms: Schizophrenia, un- 
differentiated. 41-year-old white male. On admission: fearful, assaultive, 
disoriented, delusions of persecution. 

2. What medications were prescribed fo 
others? Was patient receiving tranquilizers separately or in 
ctc.? Chlorpromazine primarily. Equanil given with chlorpr 
4 days only. 

3. Describe the course of the me 
relating the increases, decreases, an 
of old ones, etc., to the course of the 

4. If suicide, at what stage of the d 
stabilized for several months on main 


r this patient, tranquilizers, and 
combination, 
omazine for 


dications for the patient, particularly 
d introduction of new ones, dropping 
illness: (See abstract sheet.) 

osage did it occur? After patient was 
tenance dosage of 100 mg chlorpro- 


mazine. 
s. What seemed to be the pattern of passes and leaves for this patient? 


Did the use of tranquilizers relate in any way to this pattern? Passes begun 
after acute period. Passes were given within 3 months after entry. Passes 
with wife for 1 whole week and no indication of any special safeguards. 

6. What scemed to be the physicians’ attitudes toward the patient, in 
terms of ward management, interest, etc.? Given passes rather quickly 
after rather severe breakdown (2 months later). Not allowed to vegetate. 
Hospital interests evidenced by prescription changes, assignment to ther- 


apy, social service investigation. 

7. What facts or speculations ar 
The wife (who was recommended 
situation resource for him to go to o 
than everyone thought. He was out o 


turn. 
8. If suicide, could this suicide have been predicted? In what way? 


e there about the cause of the suicide? 
for therapy) was not the best family- 
n trial visit. He was actually worse 
f the hospital and had no place to 


Clues for suicide Clues against suicide 
(a) Unlikely that psychosis was re- 
mitted sufficiently to permit him to 
live through a 90-day period with- 
out disturbance. 
(b) Strong guilt feelings (patient 
is seen as essentially guilt-laden and 


(a) Was making plans to build 
boat, trailer. 


(b) No prior suicidal indications 
noted except on admission note. 
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Clues for suicide Clues against suicide 


driven to find a lost love object 
rather than depressed). 


(c) Possibility that the tranquil- (c) Had had passes with wife and 
izing effect of medication masked returned apparently undisturbed, in 
patient's inner turmoil and made good spirits. 

him appear better than he was. 

(d) Unsupportive home environ- 

ment. 


Guestimate: 


quiet the patient's disturbance, they may have 


» t ve disturbing insights that could not be reflected in 
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sfulness. 


10. Summarize: Patient adjusted w 
that appeared to control symptomatic 
discontinued, his symptoms might hav 


to cope with its stres 


ell in the hospital with medication 
disturbance. Had the medicine been 
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It is apparent that John Doe may be classified as an unaccepting patient. It 
can be seen that, even allowing for some difference of opinion about scoring this 
patient, his high scores of 3 or more in each of Parts A, B, and C in unaccepting 
category indicate that he was essentially an unaccepting patient with rejecting 
attitudes towards his hospitalization and denial of his illness, an agitated behavior 
pattern under stress, and a stressful life situation (for an unaccepting patient). 

As noted in the general suggestions, a more thorough evaluation of the home 
environment might have been helpful. Certainly it is apparent from hindsight 


that, although the patient was improved in that he was much quieter and was 
apparently enjoying his passes, he had been released to an outside home en- 
vironment that was for him suicidogenic. 

* Based on his scores on Check List of Suicidal Potential for Hospitalized Schizo- 


Phrenic Patients. 
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The Role of the Social Scientist 
in the Medicolegal Certification 
of Death from Suicide’ 


THEODORE J. CURPHEY 


One might account fora pathologist's frat 
chologists and PSychiatrists on the basis of 
which pathologists are noted, or 


ernizing with a group of psy- 
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sional, and medical groups in the county has been elicited on a consulta- 
tive basis. Further, as part of this policy, the SPC group was requested to 
assist us in evaluating certain cases that require special knowledge in the 
fields of psychology and psychiatry and in which suicide was one of the 
possible modes of death. By virtue of their unique experience with suicide, 
it has been possible to obtain considerable assistance in those cases where 
the accumulation of information from routine case investigation still left 
doubt as to the mode of death. The greatest area of such difficulty lay in 
distinguishing accidental from suicidal deaths. The staff members of the 
SPC investigate these areas for the coroner’s office, having been appointed 
deputy coroners so that they can represent themselves as identified with 
our office. The data they gather are then examined and interpreted in pro- 
cedures they have designated as psychological autopsies. Their conclusions 
are then considered along with the results from the medical autopsy and 
other correlated laboratory studies in deciding the final certification. 

To have a pathologist head up a medicolegal office in a metropolitan 
area represents something more than the progress of science into the field 
of forensic medicine. Although, according to current evaluations, we have 
of everything in the special fields of psychiatry, psychology, car- 
diac surgery, industrial health, and public health, a statement was made as 
far back as 1945 at a joint committee of doctors and lawyers meeting 
under the auspices of the American Medical Association, indicating that of 
all the countries in the world, medicine in the United States had contrib- 
uted least to the administration of justice. Accepting this statement as a 
challenge makes it almost mandatory to introduce the scientific spirit of 
investigation into the study of death. Some of us in forensic pathology 
have become acutely conscious of the gaps and blank spots in many of our 
investigations of death. This may be because the present status of forensic 
medicine in this country is essentially in the stage of development that 
general medicine was about 75 years ago, when the general practitioner 
was charged with the full responsibility of treating the entire spectrum of 
diseases with the limited scientific knowledge at his disposal at that time. 
We have made remarkable progress by dividing medical problems among 
various specialists, but there has been correspondingly little progress in the 
application of current medical knowledge and techniques to the scientific 
investigation of death. The hard fact we find in this country in most juris- 
dictions, except perhaps a few large metropolitan areas, is that the medical 
components of the medicolegal spectrum utilize largely the same body of 
knowledge that has existed in medicine for the past 50 or 75 years. In 
Los Angeles, as a result of the nationally known work of the members of 


the best 
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"n medicolegal certification of death from suicide carries with it a n 
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In the Los Angeles County Coroner's office in the fiscal year = z 
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from accidental means. It was inevitable that a number of cases ers 
raise questions as to the appropriate mode of death. It was these equivoca 
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knew the deceased, the spouse, grown children, neighbors, employers, phy- 
sicians, etc., and attempt to reconstruct the life style of the deceased. As 
part of this, they obtain information about any psychiatric idiosyncrasies 
or the presence (to their especially attuned ears) of any prodromal clues 
to suicide that the victim may have dropped into the matrix of communi- 
cation and then they make a scientific extrapolation of the victim's be- 
havior over the days preceding his death, using all the information they 


have obtained. 

The types o 
scribed under the following categories: (A) anamne 
tails (such as the history of previous suicide attempts); (B) psychiatric- 
psychological data (such as indices of depression and agitation; for ex- 
ample, recent loss of appetite, loss of interest, or changes in habit pat- 
terns) ; (C) communication information, i.e., indications of morbid content 
of thought as exemplified in such statements as “I can't go on,” “life isn’t 
worth much," or “I’m a worthless person"; and (D) detective-type in- 
formation, which may not be primarily psychological in nature but which 
nevertheless frequently appears in the course of intensive investigations 
and which throws additional light on the mode of death, e.g., discovery of 
a small mophead stuffed in the bathtub over the drain, indicating that the 
victim had made careful preparation for death by ensuring sufficient water 
in the bathtub in which to drown. . . 

If we regard as one of the coroner’s major functions an interest in the 
health and welfare of the public, it follows that the coroner has a very 
definite responsibility to evaluate properly deaths that might be considered 
suicidal. Those interested in the history of public health recognize that in 
the last decade or so public health specialists have expanded the definition 
and scope of their efforts. These used to be limited to prevention of disease 
and inquiry into cause of death, what one might call the negative approach 
to death. Nowadays, a proper definition of public health activities includes 
the positive side, i.e., developing a sense of well-being and health in the 
individual, the community, the state, the nation, and the world. The en- 
hancement of healthy social and mental well-being is now considered an 
integral part of the responsibility of public health authorities. Thus, the 
accurate certification of suicide is definitely in the interests of the public 
health of the community. I have been personally impressed by the paradox 
that pathologists, who perforce are material-minded in their approach, 
must evaluate many of these suicidal deaths, where a knowledge of the 
psyche is so important. One needs only to be faced with the problem of 


f information gathered by the Suicide Team may be de- 
stic or life history de- 
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making such diagnoses to recognize the need for special skills to aid the 
forensic pathologist in evaluating these deaths. We already have specialists 
in toxicology, microscopy, tissue investigation, etc.; what could be more 
logical than to add specialists to investigate the psyche in its social set- 
ting? 

Does it make any difference what mode of death one puts on a death 
certificate? It does. Apart from its significance in the statistical sense, there 
are any number of other very important matters. For example, there is 
the impact of an incorrect certification of death, eg. 6 
or a natural death a suicide, on the emotions and the 
ment of the family concerned. This may be particularly 


munities of small size or in large communities of small 
as we face in Los An 
minds of many 


alling an accident 
subsequent adjust- 
important in com- 
subdivisions, such 
geles, where a Strong social stigma may exist in the 
persons against the children of adversity and against the 
your father committed suicide," made to 
sh and even severe trauma for years to 
re responsible for the most accurate cer- 
ficant ramification of correct certification 
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within this category of fictitious accuracy, more especially in those juris- 
dictions where there is no semblance of the scientific method in studying 
the case material. In fact, it may be that one good criterion by which to 
evaluate the scientific accuracy of a medicolegal office is, paradoxically, 
the percentage of equivocal deaths annually certified as of undetermined 
cause or mode. It might be added that, even after their intensive investiga- 
tions, the Suicide Team will not infrequently recommend an “accident- 
suicide, undetermined" certification, indicating that the equivocal nature 
of the matter was not resolved. One practical result of such realistic cer- 
tifications is the increased validity of statistics for modes of death, so that 
statistical comparisons and evaluations for different parts of the country 
can be made with a greater feeling of security that the figures used actu- 


ally pertained to similar phenomena. 
2. One must not underestimate the taboo nature of the suicide label 


(and the heavy responsibility one has in its accurate application). A recent 
case brought this especially to mind. A forty-seven-year-old Caucasian fe- 
male was discovered comatose late one night, and she died in the hospital a 
few days later. Chemical tests performed at the hospital indicated 9.6 mg 
pentobarbital per 100 cc of blood, which is compatible with a lethal dose. 
On the basis of this routine evidence, the case was closed as suicide and 
a death certificate issued accordingly. Subsequently the coroner's office 
received a petition, signed by several of the victim's neighbors as well as 
by her husband and her attorney, indicating that she had been a good 
citizen and a dutiful wife and mother. The petition asked explicitly that 
the certification of suicide not be applied to this person because of the 
impression it would create in the community. In light of this, the case 
was reopened and turned over to the Suicide Team for further investi- 
gation. Their efforts brought forth a number of very interesting facts, 
chiefly that, although everything in the petition was true, it was also 
true that the deceased had been a member of Alcoholics Anonymous (be- 
cause of what had been a chronic drinking problem) and that she had re- 
ceived psychiatric care for anxiety and depression. Also, in the few weeks 
before her death, she had taken a leave of absence from her job and had 
been to several physicians, from whom she had received a variety of pre- 
scribed medication. It was also discovered that two days before her death 
she had been to see a psychiatrist, who had written a report that he deemed 
the victim to be acutely depressed and in need of hospitalization. In gen- 
eral, the results of the investigation of the Suicide Team strongly substan- 
tiated the certification of death by suicide. It is surmised that much of the 
information found by the Suicide Team was also known by the relatives, 
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neighbors, and friends and that their petition was addressed not so much 
to the accuracy of the diagnosis as to the taboo attached to the label: . 

3. It might be mentioned that, so far as interprofessional nidos 
are concerned, it is noteworthy that the introduction of the social scientists 
of the Suicide Team into the Los Angeles County Coroner’s office has 
elicited positive reactions from the other professional members of the 
office. 

4. One further function of the Suicide Team merits mention: the thera- 
peutic secondary benefits that often occur as the result of team members 
contacts with the bereaved survivors of the deceased. They report that on 
several occasions the surviving widow or surviving grown child has indi- 
cated to them, at the conclusion of their interviews, that the sessions had 
been a helpful and therapeutic experience for them. The members of the 
Suicide Team, because of their special skills, are alert, in their interviews 


with survivors of persons who have committed suicide, to evidence of ex- 
treme guilt, serious de 


plans for solving speci 
has committed suici 
office has, in some f 
tims to members of 
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ogy and immunohematology he must seek assistance from specially trained 
persons. It seems time to give thought to attracting specialists in human 
motivation—psychologists, psychiatrists, and social workers—to help in 
investigating those cases in which suicide is in question. That this effort 
is well worthwhile is attested by the experiences of the Los Angeles County 


Coroner's office in the recent past years. 


8 


Sample Investigations of Equivocal 
Suicidal Deaths 


EDWIN S. SHNEIDMAN AND NORMAN L. FARBEROW 


This chapter is meant as a companion 
is intended t 


ed to present an abbreviated casebook of actual 
which might serve as guidelines for persons 
who must decide certificati 


on as to mode of death, 
To recapitulate briefly, Los An 
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tions concerning suicide statistics in general.! Whereas mortality rates are 
probably extremely reliable (the operational definition of dead is fairly 
clear-cut and unambiguous) the instances of suicide, within any geo- 
graphic area and for any given temporal interval, are not so reliably re- 
ported and are, in no small part, squarely dependent on the certifications 
as to mode of death made from case to case. These certifications are 
often influenced by social, religious, and sentimental factors. While the 
activities of the Suicide Team in the Los Angeles County Coroner's office 
may result in raising or lowering the apparent suicide rate in Los Angeles 
County (either would be an artifact); at least, the veridical value of the 
statistics for “suicide” from that area should be increased. 

It is not implied that every death should be certified as suicide, homicide, 
accident, or natural, even if one accepts this somewhat archaic classifica- 
tion (see Chapter 9). Dr. Curphey has stated that, so far as he is con- 
cerned, one of the characteristics of a scientifically operated coroner's 
office is its willingness to certify deaths as probable or undetermined (as, 
for example, suicide or accident, undetermined) in those cases where the 
facts neither warrant nor justify straightforward certification by one of 
the four usual modes. This concept is introduced to indicate that a legiti- 
mate outcome of an investigation by the Suicide Team is a firm recom- 
mendation, based on clearly inconclusive evidence, for an undetermined 
certification. 

With these comments as preamble, some sample cases will be presented. 
These cases have been selected to illustrate each of the following general 
circumstances?: (A) a death recommended for certification as suicide; 
(B) a death that initially appeared suicidal but was recommended for 
certification as accidental; (C) a death recommended for certification as 
probable suicide, in which some psychic homicide played a role; (D) a 
death recommended for certification as suicide or accident, undetermined. 
(E) a death finally recommended for police investigation for homicide ; 
(F) a death recommended for certification as a natural death; (G) a case 
“the word ‘statistic’ is derived from the Latin 
status, which, in the Middle Ages, had come to mean a state in the political sense. 
‘Statistic, therefore originally denoted inquiries into the condition of the state.” Until 
the cighteenth century, this discipline was called political arithmetic; later writers 
termed it vital statistics. In these early labors, much attention was given to tables 


of mortality for the state, so that a discussion of statistics on suicide is, in the original 
sense of the word, particularly appropriate. (From Wynnard Hooper, “Statistics,” 


Encyclopoedia Britannica, (11th Edition, 1910), vol. 25, pp. 806-811. 
2 All names, dates, and places have, of course, been changed to protect the anonymity 


of the persons involved. 


‘Tt may be of interest to note that 
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of unequivocal suicide in which therapeutic functions for the bereaved were 
served. 


The following case was recommended for certification as suicide. 


A 33-year-old male of German descent, working as a butler for a well-to-do 
investment broker, was found dead in his bathtub with his head under water. 
The bathtub was filled to the brim. The police report stated that he had been in 
ill health for the preceding two months and that the day prior to his death he 
had told the cook where he worked that he did not feel well. A glass containing 
à yellow crystalline substance was found on tep of the water closet next to the 
bathtub. Autopsy revealed a large quantity of water in his stomach and proximal 
small bowel, associated with marked pulmonary edema. The heart and aorta 
Were essentially normal. Toxicological examination showed the absence of 


alcohol and the presence of 1.4 mg per 100 cc barbiturates in the blood. The 
residue in the glass was found to be pentobarbital. 


his death. 


In the course of gather; 
Team investigated t 
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in the safety, or overflow, drain, thus allowing the tub to be filled to the very top. 
Mindful of the victim's prior experience with barbiturates, we reconstructed that 
he had taken this precaution to make certain of his death by drowning, if the 
barbiturates failed to kill him. 


The most striking general principles to emerge from these investigations 
are (A) the importance of obtaining as complete a history of the past life 
of the victim as possible, as a basis for making judgments about the vic- 
tim’s personality, and (B) the importance of examining, if possible, the 
actual site of death, inasmuch as such an examination may well yield 


significant evidence necessary for the proper decision. 
The following case initially appeared suicidal but was recommended for 


Certification as an accident. 
death that results from playing Russian 


roulette would automatically be certified as suicide. Indeed, there is now legal 
precedent for such certifications. Because of a special interest on the part of 
the Suicide Team in this type of death, this case was turned over to them by 
the coroner for investigation, with, as it turned out, extremely surprising results. 
On the basis of interviews it was ascertained that the victim, a 28-year-old male, 
was an Army veteran who had a collection of revolvers, which he kept in perfect 
Operating condition, It was determined from his best friend tliat the Scis 
favorite activity at parties was to play Russian roulette e d i M 
rules of the game by having one chamber of the cylinder loaded) and that he 


] ; i years. At this point 
had d is li f times in the preceding few years i 
ee hology of a man who would behave in 


the Suicide Team wondered about the psy¢ des i 
Such a fashion: was he psychotic or was he intent on killing vir rb geris 
With the widow clarified the situation: the victim had told her that there was no 
Possibility of his hurting himself, as he always glanced at repete a 
that the bullet was in a nonlethal position before he pulled the trigger. j e 
bullet was one notch to the left of the barrel, he would spin the cylinder again. 


: zi i 'chosis. 
Th SE ; n and no evidence of depression, psyc ; 
see harj Heth ine ateik eT d happened? The Suicide Team knew that 


or morbi t. What ha j : 
the (eda pepe dites else's home. Interviews developed the in- 
formation that he shot himself with a revolver that was not his own but be- 
longed to his host of the evening. What seemed most important was the fact 
that, whereas his collection consisted entirely of Smith & Wesson revolvers, he 
had killed himself with a Colt revolver. The actions of the two guns are different; 
i.e., the cylinder of the Smith & Wesson revolves ERENT, prs in 
cylinder of the Colt revolves clockwise. It was believed that the victim, checking 
and seeing the bullet one space to the right of the barrel, thought that he could 
not possibly kill himself, whereas in reality pulling the trigger put the bullet in 
the lethal position and he died immediately. 


In practically any coroner's office, a 
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In the absence of any indication of suicidal affect or any indications of suicidal 
ideation, and with the additional information about the two types of revolvers, 
the Suicide Team recommended that this death be considered as accidental. 
One member of the Suicide Team labeled this case 


as one of Soviet Roulette, 
that is, Russian roulette wherein one cheats. 


The following case was recommended for certification as probable sui- 
cide, in which some psychic homicide played a role. 


The autopsy report Concerning a 57-year- 
her home indicated that the cause of deat 
On the face of it, the mode of death appea 
ferred by the coroner to the Suicide Team f. 


The victim's physician was contacted 
emotionally uj 


old female who was found dead in 
h was acute barbiturate poisoning. 
red equivocal, and the case was re- 
or investigation, 


and he reported that she had been 
pset for several years. She felt her husband's personality had 


Ptions from her physician made it 
ranquilizers and barbiturates whenever she 
how long before the victim's death she had 


e refills for t 
did not know 


ere was a period 
ually remarried. 


with a knife and he 
was sharper, 


The husband st: i 
ated that during the Previous 6 to g months he had made up 
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his mind that his marriage would never be successful. He had not communicated 
this to his wife, because he did not intend to divorce her. 

It was felt that the husband was a man who had very marked dependency 
needs which were not being met by his wife, and that he had reacted to these 
with a good deal of anger and rejection of her. The wife apparently needed the 
marriage very much, and she made the suicidal threats and attempts in an effort 
to bring her husband closer to her. On most occasions, such suicidal attempts or 
threats brought about a reconciliation. However, at this particular time, the 
possibility of reconciliation had lessened considerably because of the husband's 
decision. Whether this decision was based on something specific, such as an 
attraction to another woman, was impossible to tell. He denied this specifically, 
however, even without being asked. 

At the time of the suicide, the husband, a salesman, had gone to a neighboring 
city to conduct some business. His usual practice was to call his wife and tell 
her the time he would be home for dinner. He tried but was unable to reach 
her until late, She was very angry when he arrived home and threatened to 
leave him. He told her to go ahead, and then he went out to a restaurant. Later 
he returned home and found his wife sleeping on the floor in the hall, “breathing 
heavy.” Her clothing was not disarranged in any way, so he had given no thought 
to anything like violence being involved, and he supposed she had simply gone to 
sleep on the floor. He apparently made no attempt to arouse her except to place 
a pillow under her head to allow her to sleep more comfortably. He then left 
the house and went to a hotel. One significant fact the husband related was that 
the night before her death his wife had called her sister and brother-in-law and 
had made a will, leaving all her possessions to the sister. : 

The impression by the investigator was that this was a chronically depressed 
woman of hysterical type, anxious about the separation from her husband, and 
that the husband, for reasons unknown, had decided not to continue the mar- 
riage on an effective basis. What was considered pivotal was the denial by the 
husband to himself of his wife’s desperate situation, which was probably sympto- 
matic of their destructive symbiotic relationship. While unconscious death wishes 
on the part of the spouse might be inferred, what seemed clear was that the 
dyadic relationship was one that permitted the rejection of the victim by the 


potential rescuer. Thus, the victim's gamble with death was lost because the 
person who could have saved her did not permit himself to receive the intended 


communication. 


The following case was recommend 
dent, undetermined. 


ed for certification as suicide or acci- 


The case is the death of a 45-year-old male, operating a small business in- 
volving the use and storage of lacquer thinner. At 3:30 A.M., witnesses saw the 
Place of business on fire. The police and fire department ronori noted that an 
explosion had taken place, the front windows of the shop having been blown 
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out. The victim was found face down and showed extensive burns. : eg 
blood showed 45 per cent carbon monoxide and was negative for alco a sie 
victim was in the habit of returning to his shop to work after Bonn P : 
particular occasion he left for the shop around 2:00 A.M. His wife tal nee 
neighbor after he left, expressing concern about him, upon which the neigh - 
volunteered to drive to the place of business. When he did so, he found it à 
fire. Later information revealed that the victim was careless about smoking y 
the shop around the cans of explosive or inflammable material used in the ac 
of his work, The arson experts who studied the scene and the —— w 
unable to decide whether it was a set fire or an accidental explosion. mo 
the police officers of the Arson Squad were of the opinion that it was set with 
Suicidal intent, and the captain from the Los Angeles Fire Department who 
was commanding officer at the scene disagreed that a flash explosion of this type 
could have been induced with suicidal intent. 

This case with its voluminous records was turned over to the Suicide Team 
for investigation and opinion. A large array of friends and neighbors were 
interviewed about the victim’s mental state and his work habits. The final report 


tions of a previous life pattern consistent vita 
€ noted that the informants most likely to give 
h a pattern were (as usual) defensive because in 
d us that an insurance settlement hinges to some 
extent on the type of death certificate, ... The reconstruction of the psycho- 
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It is an unfortunate fact that in the public mind the coroner’s function 
is largely to ferret out undiscovered homicides (this misconception is 
fostered by mystery stories and TV programs). It is also true that often- 
times police personnel, in making an investigation of a death, will lose 
interest precipitously if it appears that the case cannot possibly involve 
homicide. So far as the coroner’s office is concerned, cases of homicide 
actually make up the smallest percentage of his caseload but receive the 
greatest percentage of publicity. 

The following case is one of th 
lay between suicide and accident and was discussed 
the recommendation that it be returned to the police 
investigation as a homicide. 


e rare instances in which the certification 
with the coroner with 


department for further 


The deceased, a 55-year-old male who was found drowned in the bathtub of 

a downtown hotel, was fully clothed except for his shoes. Autopsy and post- 
mortem analyses revealed he died by drowning and that there was neither ethanol 
nor barbiturate nor any other poison in his system. The story, as pieced together 
from his widow, two of his brothers-in-law, his attorney, à government employee 
Who had been a friend of the victim, and an individual who had loaned the 
victim a considerable sum of money, was à complicated and confusing picture. 
On the morning of his death the victim had been at a hearing at which he had 
been accused of having obtained over $200,000 from wealthy persons under 
false pretenses. His wife, who was his third wife, felt he was a wonderful, God- 
fearing and religious man who would never do any wrong, even though she 
knew he had been in penitentiaries twice before. One brother-in-law, a profes- 
sional man, thought that the victim was the world’s worst scoundrel and ina 
2-hour interview openly expressed a great deal of hostility toward him, fecling 
he was capable of any kind of culpable behavior. The second brother-in-law, 
an equally eminent professional person, thought the victim was ppc 
liar but was not angry at him and had been rather bemused by his ehavior. 
The fourth informant, the victim's attorney, indicated that he thought the victim 
had a good chance of winning his case and that he had been in much tougher 
situations before, that the evidence had really disappeared, and the victim was 
never the kind of person, considering his character structure, who would ever 
think of suicide. The informant from the Corporate Commissioners Office said 
that office had been following the victim for many months and knew a great 
deal about him. He had indeed been in prison, had married other women, had 
Swindled other persons, had pretended to be wealthy but was not, and had 
on such a wonderful front that very responsible persons would trust him with 
Breat sums of money, never thinking to ask him for a receipt. The sixth person 
contacted was an individual who had lost a considerable sum of money to the 
ly clever man. None of the in- 


victim and characterized him as an extrem? mi 
formants, his widow included, felt that he was ever suicidal or depressed. All 
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but the widow felt that he was a “cool customer" who could ride out any storm, 
especially when his chances of acquittal seemed quite good. The widow reported 
that he was to have met some persons from Kansas City in the hotel room to 
get back money that he claimed he had loaned them, in order to repay the 
local persons from whom he had taken money. The attorney also believed that 
he had met some persons in the hotel room. When the victim checked into the 
hotel, he had rented a safe-deposit box, which he might do in anticipation of 
receiving some money, In addition, it seemed difficult to understand his drowning 
himself, sober and undrugged, in a bathtub. 

In the absence of any clear psychological or psychiatric features pointing to 
suicide, and in the presence of psychopathy, extremely large sums of money, 
mysterious goings-on, etc., it was deemed a logical possibility that foul play 
might have been involved. The case was recommended for further police action. 


The following case was recommended for certification as a natural death. 


A 55-year-old female died in the hospital as a result of severe bromide in- 
toxication. The i i 


Suspension, osteopor 
ward chronologicall 
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The files of the local general hospital revealed that the victim had been a 
patient twice in the previous 5 years, the most recent admission being for a 
possible hyperparathyroidism and gastrointestinal bleeding. In addition, when 
she was discharged, the diagnoses of chronic brain syndrome and reactive depres- 
sion were added. The history described inappropriate behavior, disorientation for 
time and place, confusion, and memory impairment. It also stated that she 
took many Seconal tablets when she could get hold of them. The previous hospi- 


talization 5 years before was for similar complaints, with reports of delusional 


and hallucinatory experiences. An additional diagnosis of narcolepsy was noted 


at that time. 


the victim was seen as someone who suffered primarily 
from severe bromide intoxication. Prior to this she had had a great 
variety of illnesses which had required at least 14 known hospitalizations 
within the preceding 2 years. Mentally and psychologically, from a pleas- 
ant, hard-working person she had developed into a person unable to care 
Íor herself, to think logically or appropriately, or to judge and direct her 
own actions adequately. There were symptoms of blackouts, confusion, 
delusions, and hallucinations, indicating that mental control and judgment 
were rather seriously affected. The victim had attempted to control severe 
pain with almost uninhibited ingestion of analgesics. There may have been 
some inkling in the victim’s mind that her use of medications was ap- 
proaching excess, but it was impossible to evaluate the extent v in- 
tention finally to terminate her troubles. Conversation with her physician 
indicated that she was barely rational and wasa severe management prob- 
lem during her last 2 weeks of life. In the light of the mental status of the 
victim and the lack of any substantial evidence of intention to end her own 


; ded. 
life, the certification of natural death was recommen í l 
The following is an unequivocal suicide case in which therapeutic func- 


tions for the bereaved were served. 3 . 
The coroner serves several functions. Not only does he keep his fingers 
on the health pulse of the community (by knowing what persons are dying 


of), and not only is he in the position of upholding medical standards 
(for example, through his investigation of deaths under anesthetics), but 
among his other functions he also can act for the best mental health of 


survi ersons. : 
Foire prep n began to work with the coroner's office, there 
have been a few instances where the coroner has asked members of the 
son (where there was literally no ques- 


Suicide Team to see a bereaved per Š 
tion of the mode of death) with the advertent purpose of helping the 


emotional orientation of the surviving 


In summary, 


person. 
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The victim in this case was a 40-year-old female who was Avie MN Il 
automobile in her garage with the door closed the automo : ee rh € 
apparently operated until it ran out of gasoline. She was dead iius = aed 
oxide poisoning. It seemed to be a clear case of suicide. The hus E Pee d 
peared to be an intelligent and generally sophisticated man, came to d poris 
office not so much to urge a change in the certificate of the mode o ü hom 
apparently to ventilate his general distress and somehow to obtain some spi 
suggested that he be seen by a member o 
5 made to interview him at the SPC. f 
old, outgoing advertising executive, bluff, hearty, 
e successful by his own wit and effort. He naw 
of not only having to integrate the loss of his 
ely responsible for his four young children. The 


; i of 
ever, to his emotional well-being was the terrible sense 
had committed suicide. 


wife, but in addition, to be sol 
greatest block, how 
shame that his wife 


y distraught, if not 
iin NES 
great amount of ventilation for him, i 


t the dead woman 
nic. In fact, th 


satisfactory shock treatment. The physican felt that the 
husband was blind to the wife’s di 


t in his mind that the victi 


ad no question that the d 
Which she h 


im was psychotic 
eath was a suicide 


Cause of the manner in ad died but also because she had 


been Psychotic and depressed, 


Thus, in this 
Still performeq a 
distress in the sur 
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a Psychological Point of View 
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nclusion of this chapter in a 


At the outset some explanation for the i 
be platitudinous to say that 


book on suicide may be in order. It would 
suicide inextricably involves death. But it may be more meaningful to 


indicate that a thoughtful consideration of a definition and classification of 
suicide involves one, willy-nilly, in 2 consideration of all manners of death. 
Our reflections with the Los Angeles County Coroner, especially on the 
role of psychological variables in suicide, have led us to some consideration 


of the role of these factors in death in general. 

There are many causes of death: the International Classification of the 
Causes of Death lists 137 different causes, such as pneumonia, meningitis, 
malignant neoplasms, and myocardial infarctions; but in general practice 
there is a much smaller number of usually recognized modes of death. In 
practice there are four common modes of death: accident, suicide, homi- 
cide, and natural. In some cases, cause of death is used synonymously to 
indicate the natural cause of death. Thus, the standard U.S. Public Health 
Service Certificate of Death has an entry for cause of death (implying 
the mode as natural) and in addition; provides opportunity to indicate acci- 
dent, suicide, or homicide. The f death constitute the final 


se four modes 0 
ordering into which each of us must be classified. That some of us do not 
fit easily into one of these four crypts i5 the fact that provided the essential 
impetus for this chapter. 

The purpose of this chapter i5 to explicate a suggested revision to the 
of death, specifically one incorporating 


current taxonomy of the modes i 1 
some thoughts from the psychological point of view. The subject matter 
129 
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of this chapter is therefore of interest not only to psychologists or psycho- 
logically oriented personnel but also to coroners, attorneys, judges, public 
health officials, and others who need to concern themselves with the 
medicolegal aspects of death. A complex phenomenon such as death is, of 
course, amenable to various taxonomic approaches. The optimal taxonomy 
depends in large part on the purposes for which it is employed. Our purpose 
is to present a classification of death of greatest usefulness for accurate 


ilable evidence. i : g 
prophylactic menta] iise are in the best services of good community 


We have indicated aE 
four modes of natural, acci UR r‘rtifications of death are the 
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this straightforward conceptualization is that, in its oversimplification and 
failure to take into account certain necessary dimensions, it often presents 
serious problems in classifying deaths. What are some of the basic ambigui- 
ties among the four rubrics? These might be seen best by focusing on the 
distinctions between natural and accidental death. The distinction between 
natural (intrasomatic) and accidental (extrasomatic) is essentially over- 
simplified. On the face of it, the argument can be advanced that most 
deaths are antinatural. Perhaps only in the cases of degenerative catabolic 
death of old age might the termination of life legitimately be called 
natural One does not ask to have his body invaded by a lethal virus 
(natural death) any more than one asks to have it invaded by a lethal 
Steering wheel (accidental death) or a lethal bullet (homicidal death). 
Conversely, diseases are accidents, in that few men want to catch diseases 
or to have strokes. Medicine does not speak of “cerebral vascular naturals” 
but rather calls them “cerebral vascular accidents.” What has been confus- 
ing in the traditional approach to the classification of death is that the modes 
of death are divided in an artificial way- An essential component has been 
left out, namely, the person himself, or, more specifically, the role of the 
individual in his own death. 

Our view of the individual is that he is more than just a biological 
organism; that he is rather a psychological-social-biological organism. The 
obvious implication of this is that a person’s manner of dying (and his 
reactions to his consciousness of dying) ate probably very much charac- 
teristic of his ways of living. This approach stresses what has been left 
out of previous classifications of death, i.e., the all-important motivational 
or psychological components. Our proposed classification attempts to deal 
with the inexorable fact that motivation is present in some deaths and that 
a comprehensive taxonomy of death must therefore include components 
that reflect the role of the individual in his own death. ; . 

A threefold classification of death, defined from e^ pragma ac pomy sd 
view and focused essentially around a psychological dimension, 1s pro- 
Posed. The three general classes of death are labeled unmeditated death, 
premeditated death, and submeditated death and are defined as follows: 


UNMEDITATED DEATH 

If death has not been brought about primarily from any conscious or 
unconscious act of the individual, then it has been brought about by ‘acc: 
dent, disease, illness, act of God, homicide, etc. In this type of death, the 
Tole of the individual in his own death is essentially nil, and he is a 
victim of elements, or forces, OF happenstances that as far as he is con- 
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cerned, take his life. The subcategories of this class of death are (A) death 
from unanticipated trauma, such as having been hit by an external agent 
(an automobile, a bullet, or a chandelier); (B) death from uninvited acute 
or chronic disease, physiological assault, or the disequilibrium of a natural 
somatic process, such as cancer or pneumonia; (C) death from unantici- 
pated consequences of ordinary or innocent acts, which may be due to a 
combination of the potent nature of the stimulus and/or the idiosyncratic 
physiologic reaction of the victim; examples are a child ingesting alcohol 
or an allergic reaction to antibiotic drugs, 


PREMEDITATED DEATH 


If death occurred primarily as a result of the victim’s behavior directed 


against his own life, then death has been brought about by the individual 
himself (mortus de se). The essential feature is that the individual has 


played a direct, conscious role in his own death. In these deaths it should 
be noted that meditated does not ily i 1 


parately in Chapters 4 ang 5); (B) death from 


a person takes a cal- 
advertent gamble with death in which 


SUBMEDITATED DEATH 


€ been largely Motivated 
€ killed), then death 

m's carelessness, disrega 
_ Psychological mechanis 


by subconscious or latent 
will have been critically 
td, imprudence, foolhardi- 
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deaths, in which the cause of death is a physical disease that seems definitely 
to have been exacerbated by psychic factors within the victim that hastened 
or precipitated death; (B) death precipitated by negligence and careless- 
ness, especially subsequent to warnings, such as a diabetic who disregards 
his diet; (C) death from exposure to dangers of known possible lethal 
potential, as by doing dangerous or daredevil feats for which a person 
lacks adequate training or safety precautions. A skilled pilot does not per- 
form a dangerous task, but when a completely untrained person attempts 
to pilot an airplane and is unsuccessful, he dies in either a premeditated 
or submeditated way. A person who is not a professional circus performer 
and who, without conscious suicidal intentions, walks along the railing on 
a bridge and slips and falls to his death might well be certified as sub- 
meditated death. 

The rubric of submeditated deaths provides a logical place for those 


deaths in which psychological factors seem to play an effective but not 


voluntary (premeditated) role. Such varied examples as the following 


illustrate this category: A person with tuberculosis, when the disease is 
in remission, leaves the sanitarium and follows the pattern of getting drunk, 
sleeping in vacant lots or in the gutter, etc., and suffers an exacerbation of 
the tuberculosis [3]. Many addicts and chronic barbiturate users live for 
years on the brink of death. Alcoholism, in the face of repeated warnings 
by a physician pointing out the danger of death from cirrhosis of the 
liver, in a person who continues to drink is a kind of chronic xs which, 
after death, might well be classified as submeditated death. In eed, the 
phrase *he drank himself to death" comes immediately to mind. When 
such deaths occur, they are often, from the coroner’s point of view, 
equivocal between accident and suicide. Labeling such deaths as submedi- 
tated cuts across the problem of suicide or accident and appropriately 
points up the subtle role of unconscious death — in such cases. 
Another interesting example in the borderline area is the vr: who be- 
haves in such a way as to provoke a homicidal attack on himself. Indeed, 
there is a series of studies on the role of the individual in what are called 
victim-precipitated homicides [4]. An even more vapore example has 
to do with the role of psychological factors in such a time- onored disease 
as cancer, in which it has been d that psychological factors may 


suggeste 
à tients in terms of the rate of 
i in some cancer pat or f 
abs imei D ptos one sees that this classification points to what 
might be called the psychosomatics of death. " js 
If it should be protested that the coroner cannot make the kinds of 


psychological judgments required for the proposed classification, the 
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answer is that coroners throughout the country are making judgments of 
this nature every day of the week. The coroner in the situation of 
evaluating a possible suicidal death, for example, often acts (perhaps 
without knowing it) as psychiatrist and psychologist and as both judge 
and jury in a quasi-judicial way. This is because the certification of death 
as suicide implies some judgment or reconstruction of the victim’s motiva- 
tion or intention. Coroners do make these judgments (perhaps more 
Coroners ought to use the category of undetermined), and the making of 
judgments is inexorably part of the coroner’s function. A judgment is in 
most cases an inductive leap from the facts at hand. What this chapter 
beling the mode of death include not 
stological, and toxicological facts but 
pe that discussion here of the role of 
more explicit in the judgments of the 
ut that the coroner (as well as practi- 
is, in making judgments, caught between the 


A Taxonomy of Death—A Psychological Point of View 135 


surgery, purposive accidents, and impotence and frigidity), and organic 
suicide (under which he discusses the psychological factors in organic 
disease). These provocative notions of suicide, which are concerned with 
partial self-destruction as brought about by general personality constriction 
and self-attacks upon the body, are similar to the present concept of 


submeditated suicides. 


SUMMARY 
e taxonomies of death. The particular classifica- 
nded primarily for persons concerned 
h. The distinguishing feature of the 
ogical in nature and proposes that 


. There are many possibl 
tion suggested in this chapter is inte 
with the medicolegal aspects of deat 
Proposed taxonomy is that it is psychol 
some deaths must be classified in terms of the dying person's motivations. 
The position is taken that in some cases the manner of dying is part and 
parcel of the manner of living; man is seen as 2 psychosocial-biological 
organism reacting dynamically with his changing environment, so it is an 


artifact in the direction of oversimplification to view many deaths solely 
as a biological event. Further, the position is taken that almost no deaths 
f old age) are natural and that 


(except the catabolic degenerations o 

practically all deaths (whether from a lethal virus, a lethal bullet, or a 
cerebral vascular accident) can be seen as accidental. Thus the distinction 
between natural and accidental becomes blurred and meaningless, and the 
suggestion is made that this classification be voided. A threefold classifica- 
tion is suggested in which the motivational aspects pertaining to the role 
of the individual in his own death are emphasized. The three categories are 
unmeditated, premeditated, and submeditated death. Some examples illus- 
trating these types of death are presented, and some difficulties in classi- 
fying death are discussed. 
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A Survey of Agencies for the 
Prevention of Suicide 


NORMAN L. FARBEROW AND EDWIN S. SHNEIDMAN 


This chapter 
lished in variou 


i in listi I] the 
suicide. It cannot, of course, hope to be complete, neither in listing a 


: "Plo ne 

existence, nor in describing any 9 : 
ization 

ader will note that the organizatio 


Presented herein on each organization 
d by direct contact, by personal age 
uch as books, journals, newspapers ant 
of the agency. For each agency described, 
and the approximate date of the informa- 
f some agencies will be less than complete, 

find these data useful as a beginning in the 
collation of im 


portant and practical information from a widely scattered 
variety of sources, 


FORMER SUICIDE PREVENTION AGENCIES 
Reference to organized efforts of sui 


cide prevention go back to the 
beginning of this cent 
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an evolutionary process within the agency, in the course of which its 
activities may have expanded or shifted so that its focus was on other 
problems. In other cases, they seem simply to have passed out of existence, 
or their function has been taken over by a larger bureau with many other 
interests into which the purpose of suicide prevention was merged. 

A report by J. Fels, published in 1906 in a weekly newspaper, presents 
the tabulated statistics on 720 suicide and suicide attempt cases to which 
the Lemberger Freiwilligen Rettungsgesellschaft (the Lemberg Volunteer 
Rescue Society) had been called in the thirteen years of its existence 
(1893 to 1906). Further details of the organization of the agency itself 
are not given, so it is not clear how the agency was organized and how 
it functioned. It is clear, however, that the agency served as a volunteer 
emergency service, not only for suicide and suicide attempts, but for emer- 
gencies of other kinds as well. The report also refers to a similar agency 
with the same name that existed in Budapest at about the same time, so 
that it may be that there was an association or federation of such agencies 
in selected cities in Europe at about this time. These agencies do not seem 
to exist as separate independent organizations any longer and have either 
been discontinued or have been absorbed into other services. — 

From an article by Rudolf Dreikurs,? we learn of several agencies estab- 
lished for the prevention of suicide in Vienna in the earlier part of this 
century. Recent communication from the Vienna Police Department in- 
dicates that these are no longer functioning. The fist was an agency 
started by the Welfare Department of the Vienna Police Department, 
under the directorship of Hofrat Walkhoff. All persons pe ouod 
tempts came to the attention of the police were reported to the Wellare 
Department. A written summons was sent out which, if not — = 
followed by a second one. If this too received no response, à socia worker 
would make a home call. Home calls were often necessary, even after a 
consultation. Dreikurs reports that, in 1928, 2,373 cases of suicide at- 

artment, of which 1,035 were 
tempts were reported to the Welfare Departmen’, jm hela 
hospitalized, 100 of them in the mental cape m : [en Es 
mentally ill. Of those summoned more than 80 per cent appeared. Only 544 


Selbstmordversuche zusammen- 

ig Selbstmord und 
ji, pm Rettungsgessellschaft (Seven hundred. and 
ts collected by the Lemberg Volunteer Rescue So- 
he Wochenschrift, 1906, pp. 33, 34, 35, 805, 833, 


1J, Fels, Siebenhunderdund: 
gestellt aus der Lemberger freiw! 
twenty suicides and suicide attemp 
ciety), Deutsche klinische-therapeutisci 


863. 
R. Dreikurs, Zur Frage der Selbstmord P 


prevention). Zeitschrift für Psychiatrie, 93: 98- 


rophylaxe (On the question of suicide 
114, 1930; also personal communication. 
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did not require care beyond consultation or home call, whereas ci 
bees ed more intensive care, such as financial assistance, the procuremen 
i qoum or the alleviation of housing problems. Among e E 
attempted suicides in 1928, 8 were "tn by children under four 

and 158 were by juveniles. 

uoce eo ere € ihe Lebensmüdenstelle der Ethischen = 
meinde (Ethical Society Agency for Suicidal Persons) in Vienna, an " 
ganization that tried to reach suicidal persons before they attempted M d 
cide. The agency was established by Wilhelm Borner, Walter Loewit, ges 
Rudolf Dreikurs (the last also served as psychiatric consultant) wi , 
about forty volunteer counselors and social workers. The public was E 
formed of the existence of the agency through releases in the press. In t : 
1,506 persons were seen, of which 10 per cen 

icidal and another 50 per cent probably Sus 
es played a large part, and help in PU 
psychological counseling, was offered. In 1 

per cent of the cases, neuropsychiatric conditions were found, including 
alcoholism, epilepsy, Postencephalitis, hysteria, neurotic and psychotic 


x TH as 
depression, and Schizophrenia, The number of paranoid conditions wa 
felt to be disproportionately high. 


The Jugendberatung (Youth Counseli 


in juveniles was organized by Viktor Frankl ie 
Vienna, in 1928, following the example of Hugo Sauers in Berlin. Abou 


s t nd 
] physicians, lawyers, teachers, social workers, à 


from Budapest, a 
also mentions th 
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SUICIDE PREVENTION AGENCIES CURRENTLY IN OPERATION 


The agencies described below are presently functioning with the pri- 
mary purpose of preventing suicide and aiding the suicidal person. A 
rough outline form has been followed in presenting information about the 
various agencies so that, in general, similar data would be provided for 
each agency. In order to make the information as practical as possible, 
Where available, addresses and telephone numbers have been included. 


Anti-Suicide Department, Salvation Army ® 


Established around 1906. 3 
Location. Social Work Department, Middlesex House, 110-112 Middle- 


Sex Street, London E.1, England. 

Sponsor. Salvation Army, supported by voluntary contributions. The 
Salvation Army was one of the earliest agencies to establish a specific 
department aimed at preventing suicide and offering aid to those who had 
attempted it, Apparently, efforts were made to establish similar depart- 
ments in other branches in different parts of the world. However, these 
departments tended to lose their identity as a special suicide prevention 
bureau and to spread their services into other problem areas, such as home- 


less men and unmarried mothers. 

Method of Contacting the Agency. In gen ue 
responsible for persons who have attempted suicide and x ge Ed 
Sponsibility had been disclaimed by their relatives. The re Am lta 
department are generally made by the London Metropolitan Re 


Surrey County police. ! 2 

Procedures ee techniques. The patients are interviewed, ia hears s 
tients in whom mental disorders are found are advised Uh 
n a menta] hospital. Sometimes these cases are dealt wi : die S. i 
Once the man has entered the hospital, the departmen rarely ed 
further contact with him. The department also interview’ TARY DD 
Who come to them for advice on varied problems, ^ ey treatment itself 
they reveal that their thoughts have turned to pd du the general 
may consist of advice or assistance, as needed, Wit 


if desired. 
evangelical teachings of the Salvation Army, if desire 


i -vear period (1949-1955) indicate 
ni Tie ndn ve E pd Of these, 22 per cent were 


that the de 1 of 227 
» artment saw a tota! O s rx 

In their busco, 20 per cent were in their thirties, or d per pe qe 
their forties, Of the group, 35 per cent had been sent to the 


E 
Personal communication, 1956. 


eral, the department has been 
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pital for treatment, 5 per cent had been sent to the general hospital, 20 
per cent were listed as uncooperative, and 40 per cent were listed as 
"other reasons." Included among these other reasons were primarily that 
there was a police charge on the person or that other arrangements had 
been made. One person was listed as having died. The department has 
tabulated the results as 55 per cent successes, 45 per cent not accepted; 
14 per cent of the total obtained employment. 


National Save-a-Life League, Inc.* 


Established in 1906, by Rev. Harry M. Warren, a. Baptist preacher. 

Location. The headquarters are at 505 Fifth Avenue, New York 17, N.Y. 
Telephone number is Murray Hill 7-2142. Representatives can now be 
found in various cities throughout the United States. They can be located 
by referring to the local telephone directory or by writing to the head- 
quarters office in New York, 

Sponsor. The organization is supported entirely by voluntary contribu- 
tions. It is nonprofit and nonde: 
are charged. The annual budg 
donations. The board of directo 
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involved, the agency legal advisor is available and offers such consultation 
without charge. There is no formal inpatient or outpatient treatment. AII 
confidences are strictly guarded, and the patient is assured that no inter- 
ference will occur without his consent. 

In other instances, where a suicide attempt has been made, workers will 
visit the home or the hospital and make contact there. The services offered 
then may include helping the family and offering advice and practical 
environmental manipulation for the family where possible. In some cases 


this includes sending the children of a suicide to a camp or to a rest 


home as early as possible. Since 1932, the league has handled many 


children in this way. > 
Experience. The league estimates that it sees approximately 1,000 peo- 


ple each year in the more than half century since it was first established. 

Follow-up Procedures. The league maintains the policy of correspond- 
ing with many persons whom it has treated. Cards are sent at holiday 
seasons, and persons are encouraged to write back to the league to tell 


how they have been doing. 


Rescue, Incorporated 5 

. Kenneth B. Murphy. 

he Boston City Hospital, Room 25 
etts Ave., Boston, Mass. The tele- 
our service, is HAncock 6-6600. A 
ed in Worcester, Mass., where the 


Established March 1, 1959, by Rev 
Location. The agency is located in t 
BD South Department, 745 Massachus 
phone number, which is listed as a 24-h 
branch of the agency has been establish 


t i t 6-1100. . 
“lephone number is PLease Sred by the Catholic Church and is sup- 


Sponsor. The agency is sponsore à :; 
pe by io ees from the church, from the Boston T — 
and by private donations. The agency lists Richard E aS iu es 
honorary president, and has a board of directors that aye s } spar of 
18 persons prominent in religious, se medical, and legal circles of the 


community. : 

Staff. There are no salaried positions. The staff consists of 70 members, 
headed by Rev. Kenneth B. Murphy, president, QA ads mq 
psychologists, physicians, ministers, rabbis, nursed, and social workers, all 
of whom contribute their time. 

Method of Contacting the Agency. Most patients oe the agency by 
use of the emergency medical phone service which is conducted on a 
24-hour basis. In addition, the local and state police and fire department 


5 Brochure, newspaper and magazine articles, 


cular, 


and personal communication, 1959. 
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cooperate by referring persons to the agency when these persons need 
Ec and Procedures. The procedures are described as Bos x 
which psychological support, clarification, and ier y oem E 
are used. Spiritual guidance is offered to the patient if Pi soni 
Psychiatric counseling is offered at the Boston City Hospita ; "A "pom 
Department when necessary. Research is included in the proce ur ish 
agency. At times some group therapy is offered, primarily T. pd 
Murphy and a social worker, on a Suicides Anonymous basis. The ead 
chiatric Department at Boston City Hospital is used. for cases » pae 
psychiatric treatment is necessary. Dr. John F. Sullivan, E du 
chiatrist at Boston City Hospital, and members of his staff arrange for ie 
necessary psychiatric treatment. Drs. John P. Conlin and James a 
Superintendent and Assistant Superintendent at Boston City Hospital, 
Tespectively, coordinate the medical needs where necessary, - 

Experience. The agency handled over 800 cases from March, -: = 
March, 1960, with the loss of only 1 case because the agency had E ir 
called too late. Their Statistics showed their referrals to be men in thei 


R : ees id- 
mid-twenties and late thirties, and women in their late thirties and m 
forties. Most calls came betw 


were used most often, followe 
halation, jumping, hanging, 


Lebensmüdenfürsorgestelle (Suicide Prevention Agency) * 
Location. Wahringer Gürtel 104, Wien IX, Austria, 


Sponsor. Caritas, Catholic Welfare Organization, Erzdiózese, Wien. 
Staff. The director j 


ll cases of suicide attempts 


to the agency. The University 
atric-Neurologic Clinic rec 


of Vienna Psychi eives many of these cases and 


refers them to 


" Personal commun: 


ication, and book: E. Ringel Der Selbstmord (Suicide), Wien- 
Düsseldorf: Wilhelm Maudrich, 1953, 
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suicide. In 1948, the official number of suicide attempt cases registered in 
Vienna was 1,063, and the agency had contact with 1,050. In 1949, the 
official number was 975, and the agency contacted 929. 

Techniques and Procedures. The organization started originally as a so- 
cial agency and, in 1948, became more specifically directed to the problem 
of suicide. The agency makes earnest attempts to meet the psychic needs 
of its patients. To this extent all the disciplines on the professional staff 
may be involved. In general, the social worker makes the contacts, the 
psychiatrists work with the patient in self-understanding, the psychologists 
work with tests and in therapy. Clergymen are used, but the services are 
optional and independent of the individual's persuasion. Persons are never 
pushed to expose themselves. In more detail, the social worker establishes 
the relationship and goes out to meet the patient, thus seeking him out and 
making the contact. The first contact is frequently in the hospital. The 
social worker attempts to explore and understand the patient’s ae 
situation and investigates the home environment. Attempts are made to 
improve the environment as much as possible, not necessarily by money, 
but as best as possible. It has been found that the best time to contact the 
patient is while he is in the hospital and before he is released and goes 
home to the influence of his relatives and the environment again. One - 
the primary tasks of the social worker is to bring the patient ES eie 
with the psychiatrists of the agency. The psychiatrist fis t P par. 
determines the kind of therapy and the therapeutic plan ue = e ; = : 
carries out ambulatory psychotherapy for ——— ps ms der 
principles of individual psychology 27€ followed, the aim eris ED 
the basic causes of the personality difficulty. ee y dv Bh a 
ment, and affirmation of life are pertinent aspects sae then: 
therapy. The relationship between the therapist and the p periere 
found to be especially critical in the first hours. E a bee xia 
established then bodes well for the future. The e il» dm when and 
diagnostic work, using psychological ud pi: eod dum irit- 
participates in the psychotherapeutic pn Physician a the 
ual work and counseling and not psychotherapy. ds y dient and . à 
minister hallows." He offers absolution of sin. Bo inim "es be 4 

i i he depressives and the psychotics have been 
patient therapy is used. T ] times a year the agency calls 


found to be best off in the hospital. Sever à 
all the patients together, renews contact, and thus continues to follow the 


patients! progress. 


Experience. In the years 1948 through 1950, the agency reports a total 
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of 2,879 patients contacted. Through August, 1951, only 42 had repeated 
their attempts, only 1 successfully. The completed suicide was known as a 
schizophrenic; the other 41 repeat attempters were those with whom con- 
tact had been established but whose cases were hampered by alcoholism, 
psychosis, hospitalization, and distance. There were no repeat attempts or 
completed suicides among those who had come to the agency voluntarily. 

Follow-up Procedures. Aftercare and continued contact is felt to be im- 
portant. The gathering held in the agency at least once a year for all 
patients has been felt to be very useful in maintaining contact. 


The Samaritans 7 


Established November, 1955, by Rev. Chad Varah. 

Location. St. Stephens Church, Walbrook, London E. C. 4, England. 
Telephone numbers are Mansion 9000, Mansion 2277. In addition, à 
number of branches of the Samaritans have been started, or are to be 
started, in other parts of England and in some other countries. The fol- 
lowing cities now have branches functioning: Edinburgh, Liverpool, Stan- 
more, Glasgow, and Aberdeen. The following cities are scheduled to have 
branches initiated before the end of 1960; Hampstead (London N.W.) 
Derby, Sheffield, and Istanbul, Turkey. The telephone numbers of these 
agencies may be obtained from the local directories. 

Staff. The agency has one paid person, the director, Rev. Chad Varah. 
The rest of the paid staff includes two curates, one psychiatric social 
worker, one social worker and one secretary. About 150 volunteers COD" 
tribute their time with about 100 of them very active and most useful be- 
cause of their training. The volunteer helpers include one psychiatrist, 
who is available for consultation and who gives one evening a weck to 
patients who are referred to her. Carefully selected lay psychotherapists 
are also used. For the past 3 years a grant (3,000 pounds per year) has 


aided in the operation of the agency. Donations make up other sources of 
support. 


Method of Contacting the Agency. Most clients are self-referred and have 
heard about the agency from the publicity given to it by the press. In 
addition, good relationships with the police have resulted in a number of 
direct referrals, 

Procedures and Techniques. The procedures are described as a combina- 
sychotherapy; “defending”: and helping with prac 
client calling the agency is strongly urged to come 


Personal communication, Magazine, and newspaper articles, 1957, 
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immediately to the office to be interviewed. If the call is at night, the 
person is directed to come to the agency the next morning. If immediate 
action is required, a staff member may £0 to the person to give whatever 
assistance necessary. Patients are rarely put into a mental hospital, since 
it is felt that the primary aim is to keep them out. Interviews are conducted, 
and psychotherapy is provided through the psychiatrist and the lay psy- 
chotherapists. 

The medical profession has been cooperative and helpful with their 
activities, so contact with the family doctor is routinely made when per- 
mission is sought to call in relatives, whom they ask both for information 
and cooperation in manipulating the milieu. The police have been very 
helpful, particularly in making referrals and in making it a point not to 
pay attention to persons seen entering the church. This is particularly 
important because in England, an attempt at suicide is still a legal offense. 

Problems. In reporting problems met in working with patients of this 
nature, reference was made to the shortage of qualified paid staff and to 
the shortage of funds. There was 4 great need for environmental manipula- 
tion for many of the clients, particularly the arrangement of a supervised 
environment for many persons after the pattern used for epileptics. In an 
attempt to meet this problem, the agency now operates a 6-bed. hostel in 
a home (donated to them) for use by persons in need. The senior curate 
is in charge. . 

Experience. As of August, 1960, the total number of patients treated was 
over 3,207. These were divided roughly equally into psychological prob- 
lems, spiritual and moral problems, and sexual and marital ig denen 
much overlapping. Clients were primarily between the ages o epe * : 
fifty, and about equally divided between both sexes. A survey of the hrs 
2,000 cases dealt with by the Samaritans showed that 12 per cent had 


s SUR form of Christian 
robl i i ly spiritual, for whom some 
problems which were primarily SP chological cases formed 27 per 


th ly hope. Psy 
erapy was felt to be the only P required psychiatric treatment, 


cent of the total, and of these, 5 pe" cent t only counseling and 
5 per cent clinical psychotherapy, and 17 per cent only counse ing an! 


befriending by someone with psychological insight. Of the total, 26 per 
cent had sexual and emotional problems, and of these 14 per cent were 
marital, 8 per cent were cases of frustration and Lt ete 2 per cent were 
homosexual, and 2 per cent had other perversions. Of the remainder, 2 per 
cent were long-term chronic cases and 2 per cent psychopaths, while 30 
per cent were not readily classifiable under previous headings and were 
regarded as needing general rehabilitation. The feeling was that spiritual 
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and religious philosophical problems hit men harder than women, while 
emotional problems hit women harder. One important lesson that had been 
learned was to treat both parties if the suicidal person was married. 


Lebensmüdenbetreuung d 


This agency, an organization for the care of suicidal persons, is one 
branch of an international organization within the Episcopal Church; the 
Order of St. Luke, the Physician. This order has representatives in many 
parts of the world whose churches provide healing services. Some suicide 
prevention work, as part of the wide number of problems handled by the 
organization, occurs regularly. However, it is not the primary problem 
focused upon. The Lebensmüdenbetreuung in Berlin, formerly under e 
leadership of Dr. Klaus Thomas and now headed by Dr. Weissinger, al- 
though it treats many other problems, concentrates its efforts on recog- 
nition, Care, treatment, and Prevention of suicide. 5 

Location, Berlin-Steglitz, Bismarckstrasse 66 Ruf (Telephone): 32 01 55 

Sponsor. Order of St. Luke, the Physician, Episcopal Church. : 

Staff. The staff is headed by Dr. Weissinger, in West Berlin. There are 


a " $ m 
25 volunteer assistants, drawn from various professions, some of the 
specially trained. 


Method 
suicide the 


is 
therapy, sometimes psyehoanaiys 
otherapy, particularly the tranquilizers. Husum 
rding to the ministrations of the Order of St. Luk 


when feasible, and chem 
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the associate wardens are located in San Diego, Calif.; Natal, South Af- 
rica; and London, England. Clergy chaplains and lay workers are listed in 
England, Canada, Australia, South Africa, Scotland, Wales, Ireland, Switz- 
erland, Germany, Holland, Brazil, France, and Ceylon. Headquarters are 
at 2243 Front Street, San Diego, Calif.; Mrs. Ethel Tulloch Banks, secre- 
tary . The organization publishes a monthly journal called Sharing, which 
indicates a list of churches providing healing services. 


The Suicide Prevention Center. 


This center, founded in 1958 and located in Los Angeles, is discussed in 
detail in Chapter 2. 


Other Agencies 

There are now available in a number of large cities published tele- 
phone numbers which persons can call for assistance and guidance. 

In Zurich, Switzerland, there is an agency called Die Dargebotene Hand 
(The Outstretched Hand); the telephone number is TEL 5-40660. The 
agency is headed by Pfarrer Kurt Scheitlin, now at the Freie Gymnasium. 
The agency reports having had 2,137 telephone calls in the first 77% 
months of its existence, with 60 per cent of these calls coming from males 
and 40 per cent from females. The reasons listed were depression, 42 per 
Cent; illness, 18 per cent; family and financial difficulties, 10 per cent; 
chronic alcoholism, 6 per cent; and miscellaneous, 24 per cent. 

A similar agency exists in Geneva, Switzerland. The name is La Main 
Tendue (The Outstretched Hand), the address is Case Postale 62, Genéve 
7 (Servette), Switzerland, and the telephone number is 33 81 33. The 
organization is headed by Rev. Raynald Martin, and is now planning to 
form an information service, including the publication of a directory of all 
organizations throughout the world dealing with the problems of suicide. 

An agency called Das Diakonische Werk (The Deacon’s Work) is in 
operation as a telephone agency in Kassel, Germany, under the leadership 
of Dr. Stange. A group of approximately 40 volunteer workers (pastors, 
M.D.s, lawyers, social workers, housewives, etc.) assist in the work. 
Branches are reported in Düsseldorf, West Berlin, and Frankfurt. 

Rev. Eric Bernspang, a Lutheran minister, has become known as the 
“suicide minister” in Sweden. His mail address is Torpsdal, Sweden, and 
his telephone number is Boras 7-0340. He has been concentrating on the 
Problem of suicide prevention for the past four and a half years. Clients 
contact him through telephone calls, letters, and personal visits. Occa- 
Sional referrals are made to psychiatrists and mental hospitals, but most 
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of the cases can be helped with counseling and supportive techniques. 
Rev. Bernspang indicates that in a number of cities in Sweden, such as 
Stockholm, Orebro, Malmo, Sundsvall, etc., a Castastrophe Number has 
been set up and is made available to the general public for use in suicidal 
emergencies. Volunteers respond to these calls. Rev. Berndt Backlund has 
been active in effecting these arrangements. In addition, in Malmo, 
Sweden, an organization calling itself Ankaret (Anchor) has been formed 
under Mr. Hermanson which addresses itself to the suicidal problem. 
Thirty-five persons, all volunteers, such as ministers, public officials, busi- 
ness men, and nurses operate as the staff. They have been functioning with- 
out any outside source of support since the inception of the organization 1 
year ago. 

_Two churches in Chicago have also arranged a telephone service for 
disturbed persons, which includes suicidal persons. The Peoples Church 
of Chicago, a Methodist church, under Rev. Virgil A. Kraft, associate 
pastor, has set up a system called Emergency Call? This consists of à 
24-hour telephone-answering service, which refers calls to one of about 
chiatrists who are prepared to talk to dis- 
ne. The girls who answer are instructed to 
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nature and entirely outpatient. Counseling sessions are continued as long 
as the help is needed. Once the contact is terminated, no effort is made to 
follow up each case. 

An organization which calls itself FRIENDS, was begun in December, 
1959, in Dade County, Florida. The telephone number is FRanklin 
4-3637, which spells out the word FRIENDS on the telephone dial. Its 
president is Frank Wutz, its corresponding secretary is Mrs. Elizabeth 
Binai, and one of its charter members is Tom Lownes who, as a reporter for 
a local newspaper, became interested in the problem of suicide for Dade 
County and was instrumental in founding the organization. A 24-hour 
answering service is maintained, and the caller is immediately telephoned 
back by a FRIENDS member to whom the call has been referred. The 
Eoal is to get the right professional help for the caller—medical, legal, 
psychiatric, employment, welfare, marital, religious, etc., as needed. Per- 
son to person meetings, return calls, all depend on the situation and mutual 
agreement between the caller and the FRIENDS member. No fees are 
charged. All materials, facilities, and services are volunteered. The agency 
operates on an extremely small budget, less than $200 per year, and no 
money, food or clothing are distributed. Members of FRIENDS are of 
both sexes, all religions, and all occupations, with ages varying from the 
middle twenties to the sixties. For each call handled by a FRIENDS mem- 
ber, a card with pertinent details is mailed to à psychiatrist, Dr. Harvey 
Resnik of Jackson Memorial Hospital, Miami, Florida, who serves as 
Professional advisor and evaluator for the group. While results are to be 
evaluated in a systematic way, the group feels encouraged by the fact that 
a 24 per cent decline in suicide rate has been noted in Dade County for 
the 10 months the agency has been operating, and that 1960 marks the 
first time in eight years that the rate has failed to increase there. 

SUMMARY 

What g ions can be mad rie i 
cited won ae et “impression is that these suicide prevention 
agencies serve extremely useful indeed vital, functions and that they hold 

ee tel bout self- 
promise of iding at least partial answers to questions al 
; Meus : tation is at present lack- 
destruction, concerning which adequate documen 


ing. One hopes that suicide prevention centers will be established in many 
more communities throughout the world and that support will be found 


for these programs. 


e from the varied information 


n — 
Personal communication, 1960. 


PART II 


The Psychotherapeutic Response 
to the Cry for Help 


II 


Introduction and Case History 


of Mr. A. S. 


NORMAN L. FARBEROW 


Suicide in its many manifestations is a problem of major importance 
for all therapists. The suicidal crisis, when it occurs, presents crucial 
moments not only to the patient but to the therapist as well, arousing as it 
does for the latter all the critical decisions of management, so vitally im- 
Portant in these instances because the balance often lies between life and 
death. In the light of this, it is surprising to survey the literature on sui- 


Cide. Most of the writing has been anecdotal, statistical, sociological, 
Clinical accounts have touched only 


cal aspects of the problem or the 
the suicidal crisis. Perusal of these 
that there are different basic theoreti- 
suicide and that, inevitably, these 
hniques in the treatment of the 
oaches are explored. 


ecological, philosophical, moral, etc. 
infrequently on either the theoreti 
techniques per se used in handling 
accounts seems to suggest, however, 
cal approaches to the phenomenon of 
different approaches yield varying tec 


Phenomenon. In Part II some of these different appr 
The reader will find in this part some of the more common theoretical 


Points of view on suicide. These chapters were written by persons who 
either had published on the subject or had displayed special interest in 
Suicide and who were asked by us to write on the theory of suicide and its 
various clinical manifestations from the point of view of the school of 
thought in psychiatry and/or psychology with which they were associated. 
No claim is made that the schools of thought represented constitute a 
Complete listing, nor should any implication be drawn as to value of any 
One theory from the omissions and inclusions of theories or from the order 


of presentation. Presence or absence of particular theoretical points of 
view was dictated in some cases by some rather prosaic and practical 


factors, such as availability of a representative. 
153 
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It was hoped that differences and similarities among the several theoreti- 
cal points of view would become apparent from this procedure. The reader 
will, of course, want to read the chapters and to note such theoretical 
similarities and differences for himself. It was deemed desirable, in addi- 
tion, to make such differences and similarities more explicit by asking each 
expert to review a case (the same case) of a person who had attempted 
suicide and to indicate how he would interpret this case history in light of 
his theoretical orientation. In addition, the contributors were asked to 
indicate the treatment plans, including the possible techniques that might 
occur to them, etc., for this particular patient. 

The very selection of a case history posed some problems. It became 
immediately apparent that the type of data to be included in the case 
history was important and that the way in which these data were presented 
was crucial. The most desirable ideal case would be one in which all the 
facts were known so they might be interpreted and discussed as desired 
by each expert. But the variety and number of facts needed could only 
be gained through many long hours of therapy interviews, yielding not 
only cross-sectional information of relationships in many present spheres, 
but also genetic longitudinal information on the developmental aspects of 
attitudes, character, etc. But such data must be obtained by an inter- 
viewer, who would in turn have to gather such data within the frame- 
work of his own theoretical biases. This meant that legitimate questions 
could be raised concerning the relevancy of such data for therapists of other 
theoretical orientations. Even so, it was felt desirable to obtain data that 
were dynamically oriented and of such a nature that they could yield 
to theorists information which would be much more than à bare recount- 
ing of facts and figures in a chronological review. Accordingly, the case 
history chosen was the result of a series of diagnostic interviews by 4 
psychiatrist with background and training in dynamic psychiatry. In 
editing the case for distribution to the contributors, we tried to retain 
the facts (however biased) and to delete statements that were obvious 
interpretations or assumptions. We believe that it may be impossible to 
present a completely objective (i.e. no point of view) case history, but 
we have tried to come within a practical distance of this goal. This par- 
ticular case was chosen not only because the patient was deemed coopera- 
tive, amenable, and communicative but also because there was an oppor- 
tunity to obtain additional and supplemental data from interviews with 
his parents. What follows is the case history of A. S.? a twenty-three- 


* Grateful appreciation is expressed to Dr. Norman Tabachnick, psychiatrist, who 
obtained the anamnestic interview data from A. S. 


? Anonymity has been preserved with changes of names, places, and other vital data. 
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year-old, white, male, single, college student, who had attempted suicide by 
ingesting about seventy-five barbiturate capsules, and who had been 
brought unconscious, after having been discovered in his hotel room, to 
the emergency ward of a large general medical hospital. 


CASE HISTORY: MR. A. S. 
_ Age, 23; sex, male; race, white; religion, Methodist; marital status, 
Single; occupational status, college student. 


General Situation at the Time Patient Was First Seen 


The patient was first interviewed by the psychiatrist in a two-bed 
hospital, after he had been 


isi iid ward of a large general medical 

ere for approximately a week. The other patient in the room was 
Comatose. There were five interviews with the patient and one interview 
With the patient's mother. The patient had been in a deep coma for about 
a week after ingesting about seventy-five barbiturate capsules. He had 


been in critical condition when admitted and had required a tracheotomy 


and forced respiration, During the first two or three days of the interviews 
rain illness, such as inability to 


t À : 
here were some slight signs of organic b 
Concentrate and some impairment of memory, but these seemed gradually 


toi ; 
Improve as time went on. 


Appearance 
The description of his appearance may be somewhat affected by his 
Severe state of physical illness. However, he was a slight, blond, boyish- 
looking person, already partially bald. During the entire week oi the 100a 
viewing he appeared passive and eager to please. At times he was apparently 
In Severe pain, but it was difficult for him to request an interruption in the 
interview. He seemed to emphasize the passive role to a greater degree 
than the illness would account for. He usually preferred to lie down, thus 


dramatizing his helplessness. 


Surrounding the Suicidal Attempt 


à When the patient was asked why he had tried to kill himself, he said, 
Well, it all goes back to before I went into the Army. I had a girl friend 
then, Mary [who was of South American-Spanish descent]—she was a 
Wonderful girl.” He repeated this several times. “I loved her, and she loved 
me. She was intelligent and gracious, and I really wanted to marry her. But 
my folks were against this and I couldn't understand it. It was the first 


Circumstances 


156 The Psychotherapeutic Response to the Cry for Help 


time that they had ever crossed me. They seemed so cold to her, both my 
mother and dad. I remember we wanted to get married, and mother 
started talking about black babies, and she said it just wouldn't be good 
for me. Then they accused her of being pregnant, and she really wasn't, 
and I remember it hurt her; it hurt her a lot. And I didn't know what to 
do. I couldn't go against my parents, and I couldn't understand why they 
were so mean. Dad would not give me the car when I wanted to take Mary 
out and Mary would call up. I could hear my mother answering her on 
the phone and she was cold and angry to her. Then I left for the Army; 
and after a while I wasn't feeling so bad about it. It wasn't that I forgot 
Mary, but it didn't bother me as much; I found another girl, and I 
thought that I was even in love with her. Then I came back home; Mary 
would call me, and my parents had the same attitude toward her, and 
and it brought back the whole thing that had happened two years before, 
and I started to feel bad again. I didn't want to stay at home and I 
wanted to go back to college to study sociology; but even after I got to 
School, I still kept thinking about my parents and then I decided I would 
Sever relations with my family and get started on my own, but I had to 
get away for a while, and I remember I decided it all one afternoon. I 
just would have to get away, so I called a travel agent and he arranged a 
trip to South America for me. T thought maybe I could forget down there, 
So I went to South America, but I couldn't get interested in anything. I 
couldn't do the things that the tourists were supposed to do, and after 
about a week I felt it was time for me to leave, and I decided that I would 
come to Los Angeles and see what it was like and that maybe eventually 
I would be able to 80 to school. I had heard that there were very good 
Schools around here. So I went to a cheap hotel and paid my weekly rent. 
I would look in the papers and try to get a job, but it would seem as if I 
just couldn't get started. I would look at them but wouldn't do any more. 
Then I would go to a movie and come back, and all the time my mood was 
getting worse, and I still had the feeling that I wanted to sever relations 
with my family. I had to have something bigger than myself, a feeling of 
understanding from home. Before I left school, I had been getting nervous 
and the doctor had given me some sleeping pills, and then in the couple 
of days before I tried to commit suicide, I went to severa] other doctors 


and got more sleeping pills. T wasn't sure at the time that I was going to 
commit suicide, but I did have the i 
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and took the pills and lay down—and then I don't remember anything 
else until I started waking up at the hospital." 


Chronological History 


The patient was born in Kansas, the younger of two children. He has a 
sister who is married and who is three years older than he is. “As far as I 
know my mother's pregnancy and delivery of me were normal, but mother 
used to tell us that she couldn't have any more children afterward. There 
was nothing unusual that I can remember about my infancy." 

'The patient was asked to tell something about his parents and any 
Other persons with whom he had much contact. “My mother is a very 
hard-working woman who likes to take on responsibility. She likes to excel. 
She likes to be the leader in clubs and be the chairman of organizations. 
She feels flattered when she is elected for something like this. She likes 
to do things alone, though, even though she might be in a group of people. 
She is a very intelligent woman and very hard-working, and she never 
gives up at anything. She liked to do most of the work around the house, 
and I guess both of us were somewhat pampered because of this attitude 
of hers. I think my sister turned out lazy because mother would never let 
anyone else do anything. I know I resented this at times.” At this point the 
patient became somewhat tearful and said, «J feel all confused. Mother 
spent as much time with us as any other mother did—” and then was silent. 

Then the patient was asked to speak about his father. “Dad was never 
extremely successful at anything he did, and I used to feel bad about 
this. He had to give up the dairy farm because he couldn't make a financial 
Success of it. He is the kind of person who had many friends and did a lot 
of different things. Once he worked on an evening job, and I remember we 
used to go with him. Sometimes we would fall asleep, and then we would 
Come back home and milk the cows. Finally, when the farm failed, he had 
to sell it, and then he worked in a general store. That hurt me a lot 
because my friends always had fathers who were important and were doing 
important things, but dad didn’t stay at that job too long. At first we 
lived in a small Tame and after a while we were able to move to a bigger 
one. My father did odd jobs. In the Jast four years he got into politics and 
finally got to be a foreman in the city maintenance department, but you 
know, even that ended up rotten. There was à scandal, and his boss had 
to resign, and my father lost his job. Mother used to work, and it was 
really because of her energy that I guess we were able to do as well as we 
did. Mother got sick in 1947. She had a bad liver attack and almost died. 


That was terrible. 
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“Mother was so intelligent. In a way, though, I think that mother en- 
joyed dad's illnesses because she liked the opportunity to work and to 
show that she was very competent. She is a self-denying woman and makes 
everyone that is around feel inferior. My dad is thankful toward her for 
the help that she has been to the family, but also quite resentful. He says 
sometimes that she has supported the family, but he likes to avoid crowds 
and go to clubs because she always predominates. He is not a good family 
man. What he likes to do is to take a car (he always likes to have a new 
car) and wash it, but he is not interested in working around the house; 
my mother has to pull him into it and tell him what to do, and he expects 
her to do this. I guess that I am closer to my mother. I used to take my 
problems to her from time to time, but not too much." 

Ann, who is the sister, is 26 years old. *We were never too close. We 
were different personalities. We often had fights, but they weren't too 
serious. I would say that it was a normal relationship. She was talented 
in music, and she still plays well. She was interested in music. She joined 
the band, and she could sing, and she was very interested in church. I 
played the violin, but I wasn't very good. I was never active in church, but 
I did play trombone in the band. As far as I know, there was no favorite 
herwēen us for either of our parents. Ann is still interested in the church. 
She is sort of a tense girl, She is divorced from her husband now. I don’t 
know why, but she is very emotional and she was like this as a kid. I 
a e Xen à lot of my emotions. I would feel things, but I would 

ice them. Sometimes we would visit relati "wi idn't go 
out much and spent most of our time ee bea ie À 

The earliest memories patient id th i he age 

patient said that he had dated to about the ag 
of 9 or 10 years, and this is what he remembered: “This was about the 
time we moved into town. I remember that I fought with a neighbor kid 
^ the time. I don't know why it was, but I was always fighting. I just 
ig = sete Rape a between. It seemed that I used to love e 
keep on doing it. T vind: mein ded e TL E taped : pr 
tell me that I shouldn't fi ht. My f. th kie ilis Ue ld 
deal omora ci f » Ly ather sometimes also would, and I wou : 
eae rhe this; I would wonder why they wouldn’t suc! 

Aeterna just tell me not to fight. When I was a kid, I didn t 
pes Bard i46 tii in high school it seemed that I didn't mind. 

€, and I used to tell myself that it didn't matter 
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fellows. In regard to girls it didn't seem to matter so much, but I thought 
that even there I might have been liked a little better if I were taller." 

When asked if he had any memories from before the age of 9 or 10, 
he said: “Well, I remember playing with neighbor children in the hayloft. 
I remember something else wonderful; we took a long trip to get a bicycle 
and we came back late at night, but my dad set it up for me even though 
it was late, and I remember we were riding it with him helping me.” This 
seemed to be a pleasant memory, and patient was asked further about it. 
He said: “I don't remember it as being happy or unhappy. I remember 
going to school, that I would have to get up real early in the morning and 
get out of the cold bed. Then I would run downstairs to get dressed in 
front of the warm stove, but in general it seemed that everything went well 
at that time and everything seemed to be happy then. We finally had to 
sell. Dad was ill and we didn’t have enough money, and we had to move 
into town, and then it seems I was jealous of the other kids and would fight 
with them all the time. At the time that we moved I knew that things 
weren’t going well. Dad got a job ina general store. I can remember vividly 
I was taking violin lessons and I was playing the violin one day, and I 
started to cry because I wanted to go to a movie. Dad gave me the money, 
but then I came back because I guess I felt bad at the way I had gotten 
the money. 

“My mother was actually my teacher dur 
on the farm. My aunt was the teacher at our school. I remember, we 
Would fix our lunches in the morning and go off to school in the car. My 
aunt treated all the kids the same and didn’t favor us, but I used to think 
I was Something special because my aunt was the school teacher. I used 
to play with the neighbors and with my sister, but when we came to the 
city, everything was different. I used to fight all the time, and I remember 
Once the teacher spanked someone who had beat me up. I don't know 
how I felt about it. I remember feeling bad because I lost the fight; ap- 
Parently some of the other kids had told the teacher, and she had come 
out and brought us both in and then she spanked the other boy. I don't 
think the other kids liked that. I didn't have too good luck in school in 
the city schools. My marks dropped down and they weren't so good, and 
in the sixth grade I almost flunked. My mother looked at my report card 
that day when I came home and started to cry; and dad scolded me. Things 
Would upset her very easily, but she never would punish us. She would 
tell us it would worry her if we did something bad. I can’t remember too 
well about my dad’s way of handling things. When dad scolded us, I 
didn’t resent it because mother never scolded us. I remember desperately 


ing the time that we lived 
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trying to be popular. I would try to be nice and charming and everything, 
but it seemed as if the others didn't like me, and then I would fight with 
them. I graduated from grammar school at 14. Things still seemed to 
be the same, but after a while in high school I got a lot closer to some of 
the kids, but I still had a feeling that I wasn't in the real top echelon and 
I was trying to get in. I would want to be the leader, but I never Nas 
After a while in high school I finally got around to accepting that I just 
wasn't one of the select group. I felt a little better then, and my marks 
went up. I didn't like to go to Sunday school, but mother told us we 
would have to. The reason I didn't like it was that there was a teacher 
there who really didn't care about teaching and didn't know how to be 
a good teacher. Mother was always trying to build me up and brag about 
me to everyone, and whenever anyone would come over she would tell them 
how wonderful I was.” 


Medical History 


Patient had the usual childhood diseases. Patient had a tonsillectomy 
at the age of 11, and he can remember other persons were very good to 
him. They brought him good things to eat and malted milk. When he 
had whooping cough at the age of 12, he can remember choking in the 
living room and trying to call for Someone, but he couldn't and it was a 
very panicky situation. Patient recalled his Service experience and, particu- 
larly, his superior, who always seemed to be making fun of the patient. 
Finally the patient developed severe diarrhea, which was caused by nerves: 
"This man was everything I hated. He was tall, domineering, didn't know 
what he was doing, but acted as if he knew everything. He always tried 
to humiliate me, and I couldn’t disagree with him. I couldn't stick up 
for myself; he would always win.” Patient had minor surgery in 1950, 
that was not complicated. He remembers that, when he was a child, he 


used to have ingrown toenails, and he used to have operations on them 
that were Painful and kept him laid up. 


Sexual History 

Then the patient was a 
ment. He said that in h 
girls. “They turned me 
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years, I would ask other girls out and was more successful, but I never felt 
that I was really enjoying myself with them, that I would rather have 
had the other girl." 

The patient said that there was never any discussion of sex by his parents 
in any regard, and until he had his affair with Mary in college he had 
never had intercourse. He guessed that he must have learned about it 
from the other boys, but he didn't really remember. He denied any 
memories of early masturbation or sexual experiences, except for this: 
When he was young, about 8 or 9 years old, he was going to meet a girl, 
who was 12 years old, in the bushes with the idea of having some sexual 
play, but then he had to pay a visit to his grandparents; he remembered 
having to call her up and call off the date, and she got really angry and 
Said, well, they would never do it again then. In regard to masturbation 
he can only remember masturbating since he was in college. He remembered 
one time having an erection at about the age of 5 or 6; the foreskin seemed 
to be stuck, he couldn't get it back over the glans, and he had to call his 
mother to undo his foreskin. He said that he felt he really didn't need 
to masturbate when he was in high school, that he only seemed to 
awaken sexually when he was in his last years of high school and in college. 
In college he started masturbating and had some wet dreams and felt 
guilty about it. 

In college he met Mary. He had known her for a long time. Mary was 
a South American-Spanish girl who had been adopted by one of the 
respected members of the community. It was in the summer between 
high school and college. He was going on à special date, and he asked 
One girl who couldn't make it; she suggested Mary, and he Just tried to 
make sure that it would be a nice girl and a good-looking one. And we 
hit it off real well, and we started going steady- When I went to college 
I had to take out other girls since I was in a fraternity and I was expected 
to, but I would always think of Mary; she was my girl. The other girl 
I had always tried to get in high school didn't seem to mean as wigs to 
me after Mary came. We got along very well except for my folks, who 
Were quite resentful toward her. My dad wouldn't give me the car. Mary 
Was the first girl I had intercourse with, and I enjoyed it very much. Then 
the last year before I left for the service I started college.” At first he 
enjoyed himself. During the preceding year OF so he had started feeling 
Rot so small, and he continued on this s" of activity; then after a while 
it seemed as though he didn’t care for school any more. He lost poem m 
the school work and started fighting with his dad about Mary: I didn t 
actually fight. I would talk with my mother, but I wouldn’t talk with 
my dad. Mother told me that I was wasting my time with Mary, and I 
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decided I wanted to get away. I didn't know at that time if I blamed my 
parents or not, but I began to feel that I was going down again, and even 
though I told my friends the reason I joined the Army was to get it out 
of the way and to make myself eligible for the GI Bill of Rights, the real 
reason was to get away from the terrible problem.” 


Service History 


"There was quite an argument at home at that time. My mother never 
wanted me to join the Army, but I had to join to find what I was looking 
for. I was sent out west. I was very lonely; Mary would write me every 
day, and I would wait for her letters and pounce on the mailman. I finished 
basic training and came home, and I remember the day that I came home 
I wrote to my parents that when they came to the station they should 
bring Mary with them, but when I arrived, they hadn't brought her. I 
was disappointed and resentful. Mary and I had a wonderful time. We 
went out every night. 

“Then my next tour of duty was up north, and after I had been there 
a couple of weeks I decided that I wanted to get married right away- 
My folks said that I shouldn’t get married then, that I should wait for 
two years, and that if I still felt like it then I could marry. They caused 
a lot of trouble. They went down to where Mary worked and accused her 
of being pregnant, and then my parents lied to me. They told me that 
Mary’s mother was against her getting married. But I had a letter from 
her mother saying that she thought it was a good idea. I felt terrible about 
that. It was the only time it had ever happened. 

“When I finished up north, I was sent east and I got a short leave to 
spend at home. I saw Mary again and we talked about eloping, about 
going to New York, but it seemed like we didn’t have the nerve; then I 
remember one day it seemed there was just a doomed feeling about the 
whole situation and we knew that things would never work out. When I 
left her that day, I cried, The next morning, even though I had a day oF 
two more, I packed and took off for my new station, and for a while I 
didn’t write my parents. Then one day while I was in New York I called 


the hospital where I had learned my mother’s sister was ill and found out 
that she had died, and then sudde 


called my moth 


; I still knew that there was a tie, and when I 
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“I liked the service very much and did extremely well in it, even 
though I griped a lot. I became a specialist and advanced to the position 
of sergeant. I had people working for me. Things were going swell. All 
during this time I was tempted to tell my folks good-by, but I never did. 
I did administrative work in the service, and I was very happy except for 
times when I would have moods. Then my father wrote me a letter that 
he was buying a new car, and I asked him if I could buy his old car and 
he said I could; so one weekend I went down and got the car and came 
back to camp. Then I could drive around a lot; during the summer I 
went to the beaches, and I met a girl from a city near the camp. We 
became very close. Her family was wonderful to me and we became quite 
fond of each other, but in the beginning I told her that it was just in 
fun, that I didn’t feel that I wanted to get serious. I felt myself falling 
in love with her, and it was very hard for me to tell her that it was love, 
but as time went on I knew that that was so.” 


Postservice History 
neither of us could accept the fact that 


hated to go home. I was tempted to 
loved to have me. So I decided 


“ 
When I got out of the service, 
we wouldn’t see each other again. I 


Stay with her, and her family would have l 
that I would go back to school, but I didn't want to spend any time at 


home, so I made arrangements for a preenrollment at school; I was just 
at home a few days. I decided then to change to sociology. For the first 
Couple of weeks I was happy in school, put then the same situation between 
Mary, myself, and my folks preyed on my mind, and I didn’t feel so close 
to Mary; she had changed a lot. She was not considerate any more; she 
would say things and wouldn’t care what people thought. She would hurt 
their feelings, and I remember feeling that this was all my folks’ fault, and 
I blamed myself, too. I wasn't enjoying school, but my marks were up; I 
Started feeling socially inferior again, and I couldn’t study. It got so it 
Was a real effort to study, and I hated it. I was at my nerves’ end. I went 
to the doctor for a nerve tonic, and he gave me some sleeping pills and 
it didn’t help; but I really don’t know what was causing all the trouble 
at that time; that’s when I decided to leave school and go to South 


America.” 
h Patient’s Mother 


jth Mrs. S. at the general hospital. Her 
is of medium height, slight in build, 
bout her. She holds her lips quite 


Interview wif! 


: This interview was conducted w 
ge is estimated to be in the fifties. She 
with an air of tightness and control a 
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tightly, and it seems to require positive effort for her to open them and 
let something out. Mrs. S. is quite neat and takes her time before answer- 
ing most questions, as if to plan her answer. Mrs. S. spoke almost not at 
all spontaneously, but questions were asked and made very pointed in 
order to get specific information from her. Otherwise, her tendency was 
to say that everything was normal, or all right, or just as you would ex- 
pect. It may be noted here that, when the parents heard of their son's 
critical condition, they immediately flew to Los Angeles; for the first week 
or so of his stay in the hospital, they were at his side night and day. This 
continued, although with some decrease, even after the son was pro- 
nounced out of critical condition by the hospital physicians. 

“We were always very good to A., let him do whatever he wanted to, 
and never tried to influence him in any way. We were very pleased with 
him because he always was very obedient and did whatever we thought 
was right even though we had to exert almost no pressure on him to do so." 
Mrs. S. stated that, before She was married, a doctor told her that she 
would never be able to have children because of an obstructed tube. 
However, she had this adjusted, and she seemed to take some pleasure 
in pointing out that, even though the doctor had said she would never be 
pregnant, she was able to conceive. She remembered that A. seemed to be 
a very active child while she was carrying him. Mrs. S. stated that she 
and her husband had decided that they wanted children and that they 


were not disappointed that they did not have more children; however, they 


did not use birth control, and “if more had come they would have been 
welcome. A. was a normal child 


fant and i m in every way. He was a very active in- 
and into everything.” Mrs, S. said that she and her husband always 
treated the children equally, and that there was never an issue as to which 
Sex would be preferable to either parent. She emphasized that both chil- 
dren were wanted. "When A. was a child he lived on the farm with us 
mm £2 active. He played with everything and was alert in every 
I E ildren were very much admired; other children would get into 
» Dut A. was obedient. There were never any quarrels or argu- 


liked him. He took his share 
was very active in sports, but 
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Òs è 
reason he had to leave the baseball team, even though he was a good 
player. He was very musical, which we enjoyed. He plays the violin and 
the trombone, and he enjoys this. He didn't work during the school year, 
but he would work summers on the farm and would save his money. He 
has always paid for much of his upkeep, and we have never had to ask 
him to do this. He wouldn't like to accept money and would rather work. 
We weren't too strict with the children, except for certain things, like 
regulating the amount of shows they went to, according to the kind of 
Show that would come in. For example, if there was a horror movie or 
Something like that, we would request that they did not go and they 
would comply. If there was a party that they were going to, they would 
have to be back at certain times. We didn't let them stay out until all 
hours. We never punished them. If occasionally they would step out of 
line, we would talk to them about what we wanted done. Our kids never 
Said no when we asked them. I don't know if it was respect or what. I 
thought A. and his dad had always been close, but I think he is closer 
to me. I never knew of any problems with A. other than the usual ones. 
We always talked it over very completely. 

"He was the kind of boy who always liked to stick up for the underdog. 
I remember one time a teacher flunked a student, and the girl wanted to ask 
the teacher what the reason for the failure had been, but she was afraid 
to ask; A. was quite angry at this teacher because of his unkind attitude. 
He wanted to strike back at the teacher, even though he felt it might 
Mean his own expulsion from school. From a very early age he has been 
Interested in the problems of the world; he always comes in and turns on 
the news and is very concerned about the terrible things that are happen- 
ing. There was only one time we stepped on A. He was in the service. He 
had a South American girl friend. He was on furlough and started seeing 
this girl and decided that he wanted to get married. I said no because I 
felt that he was too young and there was a difference in the pattern of 
living. I am worried that that might be at the root of the trouble. I don't 
know; since A. has been home from the service, he might have been having 


8n affair with this girl. 


9 the service. He had a mean 
A. was very nervous when he came out of 


Officer with whom there was much difficulty, and I think that might be 
the reason why. He was only in school for five weeks after he got out of 
the Service, when he suddenly decided to leave school. I remember one 
evening before he started school we were talking about the West Coast 
and his going there, but it came as 2 complete surprise when he did leave 
School. He just called me up one evening and told me that he had quit and 
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that he felt he wanted to get away for awhile. He couldn't even take time 
to come home. He hadn't been doing poorly at school. I know because 
we went down there to bring his clothes back, and, of course, I tried to 
find out everything that I could about his leaving. His friends all told 
me that they thought he was happy and he was doing well in his studies. 
Nobody knew why he left." 

When the interviewer first came on the ward to evaluate the situation 
and begin interviewing A., his parents were at his bedside. The interviewer 
explained to them who he was and what his function in the hospital was. 
Mrs. S. became quite suspicious of him and asked the chaplain who was 
with them if he knew the interviewer. She asked for his credentials and 
asked who had requested his appearance and, in general, was most re- 
luctant about him interviewing her son. Mr. S. for the most part stayed 
in the background. He is a man of about 55 or 60, who is somewhat heavy 
and, in general, seems to be a passive person who at times steps out from 
behind his wife's skirts to assume some of the gruff exterior that he feels 
is demanded of a man; for the most part he is overshadowed by her and 
stays in the background. During several brief conversations with the 
interviewer, he tried to emphasize certain manly aspects of his own per- 


sonality and he also adopted the position that A. had always been a happy 
and successful person. 


I2 


Suicide: Psychoanalytic 
Point of View 


SAMUEL FUTTERMAN 


Doctor Futterman was born in 1909, and received a B.S. degree from the College of the 


City of New York in 1930 and an M.D. degree from the University of Geneva, Switzerland, 
rA 1935, He had his psychoanalytic training at the New York Psychoanalytic Institute. 
A Diplomate of the American Board of Neurology and Psychiatry, he is also a member 
of the American Psychoanalytic Association and the American Psychiatric Association, and 
an instructor at the Los Angeles Psychoanalytic Institute. He taught in the Graduate School 
of Social Work at both the University of Washington and the University of Southern 
California. He was chief psychiatrist at the Veterans Administration Mental Hygiene Clinic, 
Los Angeles, from 1945 to 1952, and is now consultant to the clinic. He is vice president of 
the Los Angeles Psychoanalytic Society, president of the Southern California Psychiatric 
ociety, and he is a contributor to various journals in psychiatry, psychology, and social work, 


An approach to the problem of suicide, examined from the psychoanalytic 
point of view as developed from Freud’s original theories, must start with 
his formulations about instinct theory- This presentation, in outlining some 
aspects of Freudian instinct theory, particularly the death instinct, and 
ìn summarizing some of the available psychoanalytic literature on this 
topic, makes no claim to be comprehensive. Further, it makes no attempt 
at originality; the hope is rather that a more complete understanding of 
the death instinct theory may help us both in our methodology and in 
Providing a background of theory for the postulation of concepts around 
Suicide.! 

A glance at Freud's conception of drives will help in understanding his 
theoretical formulations, first proposed [6] in 1920, in which he outlined 
the whole problem of instinctual forces that he believed energized the mind 
and impelled it to activity. The less familiar word drive seems preferable 
to the more common term instinct because the aspect of human function- 
ing it is intended to describe is distinctly different from the aspect of lower 


For background, history, and development of the death instinct theory by Freud, 


the reader is referred to E. Jones [9], PP- 266-280. 167 
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animal functioning attributed to instinct. However, the words are often 
interchanged, and even in this chapter it is occasionally easier and smoother 
to bow to custom and to talk about the death instinct as well as about 
aggressive drives. 

Freud, in considering drives as they appeared in man, did not include 
the motor response (which is included in lower animals) but only the 
state of central excitation in response to stimulation. A drive is a genetically 
determined psychic constituent that, when operative, produces a state of 
psychic excitation or tension. This impels the individual to activity or 
behavior, which, in a general way, is also genetically determined but which 
can be considerably altered by individual experience. The attribute that 
drives possess of impelling the individual to activity struck Freud as 
analogous to the concept of physical energy. He consequently assumed 
the presence of a psychic energy as a part of the drives or somehow de- 
rived from them. Thus, drive and its energy are considered as purely 
intrapsychic phenomena and are concepts that Freud felt were needed 
to explain some of the observed facts of psychic functioning. The term 
cathexis was introduced as an indication of the amount of psychic energy 
directed toward or attached to the mental representative of a person OT 
thing. The greater the cathexis, the more important the object is, psycho- 
logically speaking. 

Stimuli, 
individual 
result eith 


both external and internal, may arouse drives that impel the 
to activity. This activity seeks as its aim something that will 
er in cessation of excitation or tension or in gratification. The 
motor activity that occurs as a result of the state of excitation is mediated 
in man by a highly differentiated part of the mind, known in psycho- 
analytic terminology as the ego. We will delay our discussion of the role 
of the ego in psychic functioning and state here only that the ego modifies 
the. instinctual drives by experience and reflection, a process that differ- 
entiates man from the lower animals, where the drives are predetermined 
de ij as motor activity is concerned. Therefore, in man, individual ex- 
perience serves to modify the drives. 

Freud reached the important conclusion that there were two kinds of 
drives, assumptions which not all psychoanalysts accept in the form in 
which he originally presented them [6]. Freud proposed to account for 
the instinctual aspects of our mental lives by assuming the existence 
of two drives: one was called the life instinct, or Eros, or the sexual 
drive; the other was called the death instinct, or Thanatos, or the 
aggressive and destructive drive. The former drive describes the erotic 
component of mental activities, and the latter gives rise to aggressive, 
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destructive components. It is important to know that Freud emphasized 
that neither drive could really function independently of the other but 
that they are fused in variable amounts. In other words, there is no act of 
love that does not have integrated with it an unconscious amount of ag- 
gressive drive; the most callous act of intentional cruelty, which seems on 
the surface to be pure aggression, has within it some degree of unconscious 
erotic gratification. It should be understood that the aggressive drive is 
not only shown in behavior that we ordinarily think of as aggression and 
that the aggressive drive is no more synonymous with what we ordinarily 
Speak of as aggression than is the sexual drive with the desire for sexual 
intercourse [2]. Rather, we see the derivatives in the generalization and 
proliferation of these drives. 

Theorists have found it easier to describe the vicissitudes and genetic 
development of the sexual drive than those of the aggressive drive. We 
know, however, that the components of the aggressive drive show the 
Same capacity for fixation and regression as have been described for the 
Sexual drive. Thus, aggressive impulses in the very young infant may be 
discharged by oral activity such as biting, or in the older child, sometimes 
in fantasy only, by use of his penis as a weapon and means of destruction. 
It becomes apparent that both sexual and aggressive drives are mani- 
fested during the developmental period by fixations to oral, anal, and 


phallic zones and that the fusion of these drives appear in the resolution 
formation of the superego. Ideally, fusion 


egressive impulses relieves them of their 
gg ; 
ation of these latter impulses so the 


of the oedipus complex and in the 
is the erotic impulses with the a 
structive ity rmitting sublim : ape ; 
individua] are d a mal a positive productive contribution to a 
life processes. Menninger [11], whose theories of the death arn = 
its relationship to suicide are well known, felt that the wish-to- ie : = 
in suicide was much more hypothetical in contrast with ae ly 
demonstrated existence of the other two elements, that is, the wis 1 to kil 
and the wish to be killed. The condition of a fusion of the destructive and 
Sexual drive was central to his theories, with self-destructive oe 
emerging when there was incomplete or inefficient apes ü the 
Neutralizing device of love. “In a person who commits suici e,it( ; 
self-destructive drive) suddenly bursts its bounds, LE uig power, an 
Puts an immediate end to the existence of the individual. » " 
Some psychoanalytic authors feel that the — ~ podes 
explained without assuming the existence of a bus cay Ain 
is that aggression can be regarded as activity a 1C aa hes 
must go in freeing itself from frustrating tensions and in surmo g 
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obstacles between it and the attainment of the goals of the sexual or life 
instincts. Or, as Bowlby has postulated [1], aggressive activity is reaction 
to trauma, thus representing love and hate as the relationship between 
a loving ego and a traumatic world. This is another way of saying that 
hostile impulses arise when the organism is frustrated in satisfying its 
other needs. It is also unquestionably true that aggression appears as a 
manifestation of pregenital and genital sexuality [2]. Young children, in 
pursuit of their pregenital sexual aims, display a great lack of considera- 
tion for the feelings of others, hostility toward the environment, sadism, 
aggression, and destructiveness. Although aggression, as a result of frustra- 
tion of sexual impulses, has been attributed particularly to the anal phase, 
it becomes apparent that it is actually part and parcel of all zones, oral 
and phallic as well, and, in addition, that it also appears in the mani- 
festations of the oedipus complex. 

However, such clinical evidence seems much more clearly understood 
and accountable if viewed as manifestations of the components of both 
sexual and destructive urges. In the development of the child in mastering 
his oedipal strivings, the aggressiveness becomes incompatible with other 
needs and the superego appears to mediate the conflicting tendencies. The 
superego thus provides for the individual a higher agency of the mind, 
which protects him from the open expression of his own aggression. At 
Some moment in the development of the child he experiences the ideas, 
fantasies, and wishes of the aggressive drive as dangerous and/or in- 
compatible with other strivings. Anxiety appears, and guilt feelings are 
produced to help dispel the intolerable wishes from consciousness. In this 
way the mechanisms of defense are developed and used by the individual 
both to fend off and to transform what the ego has learned to recognize 
as dangerous instinctive strivings. 

There is no reason why the same repression that occurs for sexual urges 
should not also occur for aggressive urges, with the development of similar 
mechanisms of defense, such as reaction formation, projection, and sub- 
limation. Projective displacement of aggression may be responsible for 
much of the strain, suspiciousness, and intolerance found between in- 
dividuals and nations, Aggression may also be turned inward, a process 
that might be seen in the bodily sphere in the development of somatic 
complaints or in the mental sphere as a lack of self-possession, excessive 
severity of the superego, depressive states, and self-destructive or suicidal 
tendencies. 

The significance of the above for the consideration of suicidal behavior 
is seen clinically in the attack against the self by the melancholic, 4 
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condition that represents a real aggressive explosion directed toward the 
self [12]. In melancholia the reality of the object world has diminished 
because of the regression that has taken place. Freud has described the 
process in melancholia as one in which the identification of the ego with 
an incorporated love object takes place (as in the situation of the feeding 
infant) and this object becomes lost, either in reality or in fantasy [7]. 
Whereas, in the normal person, aíter a period of mourning, cathexis to 
other objects occurs and identification processes continue, in the melan- 
cholic situation the process becomes à regressively incorporative one with 
aggression appearing as a means of possession-destruction. Perhaps for 
this reason, the melancholic expresses very little aggression outside himself 
and has little relationship with the outside world. However, aggression 
during the height of the attack can occasionally spread to those around, 
enveloping them in his frenzy of ruin and massacre. Even then, the situa- 
tion is usually experienced by the melancholic as a subjective occurrence. 
He may even think of destroying others, but the basis for this lies in the 
misunderstanding and confusion that, for the melancholic, now reigns 
between subject and object. . R 
Other psychoanalysts have theorized that it is with the formation of 
object relationships that frustrations, disappointments, dissatisfactions, 
etc., appear as aggressive and destructive behavior. However, theorists from 
this monistic school (Eros only) meet with difficulty in accounting for the 


energy sources, resources, and distributions in conflict behavior, since a 
i i posing activity. The dualistic 


single source of energy must activate Op a dee a mos 
School (Er os) overcomes such difficulties in the postulatio: 
i able a potential reservoir 


that the death or aggressive instinct makes avail tens 
f object relationships, allows 


of energy, whi i lopment o 
ich, with the develop j 
aggression to go ‘through its many vicissitudes in the form of superego 
formation: : : ] 
s, identifications, etc. aon 

Object relationships assume, however, the presence of a functioning ego. 
Anna Freud [4] wrote (pp. 147-149): 
Tn clinical observation, neither sex nor aggression can be " in Lr form. ae 
This essentially biological theory contains far-reaching social implications. ... 
The infant develops hostile as well as loving feelings toward the mother pe 
above the hostility which is aroused whenever the mother frustrates the child's 
Wishes. ... The mental representatives of the two organic forces remain unrelated 
to each other as long as no central point of awareness is established in the person- 
ality. It is only the growth of this focal point, the ego, which results in the 
Bradual integration of all instinctive striving and during this process may lead 
to clashes and realization of the incompatibility between them. According to these 
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views therefore the presence of mental conflicts and of the guilt feelings con- 
sequent of them presupposes that a specific and comparatively advanced stage of 
ego development is reached. 

In the Melanie Klein school this ego development is attributed to a much 
earlier age, allowing the conflict to appear between these two opposing 
instincts earlier than Anna Freud has theorized. 

In detailing the character of the death instinct, Freud reasoned from 
his assumption that organic matter had grown out of inorganic matter 
and that inanimate matter had been infused with life under some un- 
known cosmic influence. The tendency is for animate matter to return to 
inanimate matter, a retrogressive process that he felt was similar to the 
process of dying and the ultimate state of death. Freud stated that the 
death instinct similarly is essentially conservative and does not seek 
new experiences but rather strives for a state of complete rest. This is in 
contrast to the life instinct, which disturbs this rest and constantly strives 
for new experiences [13]. This principle was developed to accord with 
Freud's conception of the homeostatic principle of the ego. This principle 
Stated, in effect, that, when excessive stimuli invade the organism, the 
ego reacts with an effort to reduce these stimuli to a constant level. This 
effort continues as long as the imbalance remains. The reactions to à 
disturbance of rest may be violent, as seen in the infant who will cry, 
scream, and kick when his rest has been interrupted. A schizophrenic in à 
catatonic stupor frequently reacts to the outside world with outbursts of 
rage and fury, which may lead to the destruction of everything within reach. 
Thus there are conditions in which every external stimulus is painful and 
is warded off by destruction. This tendency of the ego to ward off stimuli 
persists throughout life, diminishing in the early years but increasing 
again in the later, declining years of life, as exemplified in the conservative, 
Tejecting attitude of older persons toward new impressions and experi- 
ences. The death instinct thus seeks the past, is averse to new experiences; 
is essentially conservative, and is under the domination of the repetition 
compulsion. As such it tends toward eternal rest, a tendency that may find 
its expression in suicide. It is the apogee, the culminating expression, of 
the suicide's attempt to maintain the status quo. There is a certain 
similarity between the repetition compulsion used in describing psycho- 
logical conditions and the law of inertia, which, in describing inanimate 
matter under physical conditions, expresses the tendency of inorganic 
matter to remain in a certain stable state or to return to this state. Freud 
analogized that, once a behavior pattern that is suitable for the gratifica- 
tion of subjective needs had been found, it is repeated until it becomes 
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automatic. It is repeated because it follows the direction of least resist- 
ance and because it requires less output of energy. It is of interest to note 
that this stage of Freud's theorizing had been preceded by the use of the 
fluid hydraulic conceptual model appropriate to the closed system theo- 
retical thinking prevalent at that time [14]. The changeover to a more 
open system theoretical model did not occur until the 1920s, with the 
publication of The Ego and the Id (1923) and Inkibitions, Symptoms and 
Anxiety (1927), which resulted in the assumption by the ego of a more 
prominent and pervasive role in the functioning of the personality. This 
allowed for the concept of anxiety to emerge as a trigger or signal mech- 
anism, of vital importance to the functioning of the ego. As already referred 
to above, the development of and the functioning of the ego is considered 
by some writers to be of vital importance in the conflict, relationship, and 
integration of the opposing forces of the life and death drives. mE 

The phenomenological similarity of death to sleep or drug and intoxi- 
cation states has occupied the attention of some writers. According to 
Lewin [10], there is some connection between ideas of sleep and ideas of 
death. He states that ontogenetically the wish to sleep is older than the 
wish to die and thus the idea of death may be a modification of the idea 
of sleep. There is also some connection between the artificial excitement 
of the drug addict, the natural excitement of manic and related states, and 
sleep. The drug addict’s stuporous sleep represents for him the union 
with the breast, but this is only partly true for the manic. Suicide in both 
types, the drug addict and the manic, may thus represent a fusion of the 


ego and superego and a consequent return to the mother. In its most 
extreme form this would be a reproduction of the fantasy of sleep at the 
“good” ever-nourishing breast. Lewin develops the theme that the idea 
of death as a nirvana, óf state of complete rest, has become related to and 
confused with the idea of sleep, more specifically a good sleep. The matrix 
of subjective experience from which the ideas that become oe 
as sleep, death, nirvana, immortality, heaven, and the oceanic feeling spring 
is the blank state that follows nursing and later good dreaming states. This 
is related to the lack of a concept of time in the unconscious, thus Tepes 
senting in a way the earliest days of infancy, m which there is practically 
DO distinction of time or between annihilation and immortality. In this 


Ecstatic sleep the immortality stems from the js m union ies 
Immortal superego figure, a fusion of the ego with the superego, whic 

repeats the original fusion with the breast. The model for immortality and 
happiness, union with the breast, is the “good” sleep. Certainly some 
forms of suicide in cases of manic depressive psychosis are influenced by 
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this fantasy. Clinicians have noted that, in severe manic excitements, the 
patients hope to visit heaven or see God or the saints or have other intima- 
tions of immortality or of pleasant experiences in the other world to come. 
This, incidentally, is in marked contrast with the uninviting death that 
seems to await the pathologically depressed. 

The death that comes to be feared is the “bad” sleep that is interrupted 
by tensions, anxieties, guilt. In the sleeper it is like the ghost who cannot 
rest, or like the wandering Jew who, for a sin against Christ bearing the 
cross, is doomed to remain alive, a curious sentence unless it is understood 
as analogous to a bad case of insomnia. “Good” death and “bad” death 
thus seem to be modeled on early subjective experiences of sleep until 
finally integrated into a single conception. In the final integration, the 
ambivalent symbolism still reveals the two ingredients; and the fact that 
the suicide believes in the ego's immortality represents a regression to the 
good sleep. Rado, in 1933 [15], also commented on drug addiction and, 
with the coining of the term pharmacothymia, remarked on how both 
stupor and suicide may be sequelae. He hypothesized that the patient who 
kills himself in pharmacothymia does so because he wishes to dispel de- 
pression forever and substitute for it an elation that could last forever. 
This kind of patient thus does not really kill himself but rather reaches 
for the immortality he feels is his through death. 

Glover [8] refers to another aspect of suicidal states that seems worthy 
of note. Often when there is an overburdening of the psychic apparatus 
with instinctual energy, there occurs a building up of stasis with in- 
tolerable tension. Relief might be attempted by activity outlets such as 
suicide. These phenomena of bursting sensations are usually seen where 
the individual experiences no effective efferent discharge; this produces Hn 
him an intolerable tension with a gradually developing dread of total 
annihilation. It is related to early childhood fixations, usually of anal 
or urethral character, where the only relief seems to be ii of bursting, 4 
process that in later life might produce impulsive suicidal tendencies. 

Freud [6] indicated that the organism moved with a vacillating rhythm 
when hs referred to the instinctual drives. Later Anna Freud [4] wrote (P- 
149): “In early infancy love and hate can be seen to appear in quick 
Succession, seemingly unaffected by each other.” Then Scott [16] sus 
gested that the oscillation of the instinctual energies, in terms of one 
borrowing energy from the other in its expression, rather than just the 
succession from love to hate and vice versa was the most important CO! 
cept. He felt that the damming up of sexual energy in the absence of 


satisfaction can lead in sequence to desire, tension, pain, and disorganiza- 
tion. Then (p. 237): 
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*...this disorganization is re-organizable but only with the energy unchanged. 
Consequently, when, during psychoanalysis, hate is re-organized into love, the 
energy of the hate will be manifested in the energy of love, and the anxiety of 
hate will be found equally in the anxiety of love until further analysis, further 
progress occurs. Similarly, with the disorganization of love, equivalent energy 
will appear in hate.” 


Scott thus seems to emphasize that the absolute quantity of energy re- 
mains unchanged despite the overt behavioral changes. This may account 
for much of the clinical evidence of suicidal tendencies occurring in patients 
where there is sudden dissolution of a love relationship and a quick 
oscillation to reunion with the love object after suicidal attempts. Other 
mechanisms also could be involved, such as the suicidal attempt as a 
destruction of the introjected love object, as Freud postulated in melan- 
cholia, but, in addition, the quick reparation and restoration after the 
attempt. Brunswick [3], in his attempt to formulate a defensive aspect 
of the aggressive instincts, probably had something like this in mind. 
Otherwise he felt that there would be an overwhelming of the organism by 
the aggressive instincts. He indicated that the aggressive and defensive 
instincts then would have both the aim of protecting the body itself and 
of maintaining the possibility of the satisfaction of the sexual instincts. He 
also indicated that defensive and aggressive drives or instincts are the most 
Closely related physiologically, both being mediated in their emotional and 
functional aspects by the sympathetic division of the autonomic nervous 
System, in contradistinction to the libidinal instincts, which are mediated 
in their operation chiefly by the parasympathetic ‘division: ; m 
Probably the most persistent unanswered question regarding suicide is 
the reason for the choice of this mode of expression for the resolution of 
the underlying conflicts. In terms of either escape or aggression, there are 
Certainly many other resolutions within the framework of symptom, de- 
fense, character neurosis, psychosis, etc which are all available in response 
to the drives and their conflicts. This has long been an unanswered prob- 
lem in the consideration of psychopathology; and this chapter cannot 
aspire to do more than add additional questions to an already confused 
area. Freud addressed himself to these questions in part [5] when he 
attempted to clarify the primary gain accruing from a symptom, act, or 
illness that was used to resolve pre-existing intrapsychic conflicts and 
Secondary gain accruing from a symptom, act, or illness after they had 
become well established. He distinguished between internal, intrapersonal, 
and external, interpersonal components in the primary gain, which com- 
bine in bringing about the symptom and the illness. Secondary gratifica- 
tion was then limited to those incidental and unexpected gratifications 
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arising after the establishment of the illness or the appearance of the 
symptom. In the consideration of suicide as a symptom, an act, a defense, 
or an illness, several characteristics appear that seem to differentiate it, 
superficially at least, from other kinds of resolutions, despite the fact that 
suicide stems from the same elements of aggression in its conflict source as 
any other symptoms, defense, character neurosis, or psychosis. What is 
particular about suicide is (A) its drastic nature; the action is impressive 
in that it leaves such little leeway to repeat because of its effect upon the 
actor; (B) its gamble with success; the suicidal person deliberately risks 
the highest stakes he has available, his life, in a frequently casual manner; 
(C) its comic-tragedy aspects in failure; the action arouses many reac- 
tions, not the least of which is the sheepish, sometimes relieved, frequently 
hostile, and only sometimes sympathetic feelings, both in the suicidal person 
and in those around him; (D) its mobilization of guilt, death wishes, or 
fears in others; mixed in with the feelings described above are the intense 
reactions of those closely involved with the patient who respond to the 
suicidal act with feelings of guilt, fear, or with severe feelings of anger 
and hostility at the implied accusations communicated by the act itself; 
(E) its primitive character as motoric behavior; the individual, in de- 
veloping from id response, first uses motor activity automatically for dis- 
charge of his tensions and gratification of his needs. With growth he 
learns to insert a time period between stimulus and reaction; an acquisi- 
tion of certain tension tolerance is necessary to bind primitive reaction 
impulses. Reality judgment is necessary. For all of this a more mature, 
rational, less narcissistic ego is required, which is not present in the suicidal 
patient. The suicide fears the experience of further traumatic states. 


It may be of interest to watch for these aspects of the suicidal act in the 
discussion of the case to follow. 


THE CASE OF MR. A. S. 


This case history is unfortunately lacking in necessary and important 
details, a situation that in part may result because the case material was 
obtained in a hospital setting under certain difficult situations. In the 
discussion of this case, therefore, an apology is offered to the reader for 
the fact that there may be little connecting link between the theory 4° 
discussed above and the case material. 

Some of the history might be summarized as follows: The patient was 
described from the ages of one to five as an active, alert child, and he lived 
on a farm until he was about ten years of age. He was quite obedient. 
His aunt was the teacher in a small school, and he felt well liked up to 
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the age of ten. Because of external conditions his family had to sell the 
farm and move to the city at that time. Then he began to find himself in 
many fights with neighbor children and had early feelings about his small 
size, feelings that later became quite emphasized. He had a tonsillectomy 
at eleven and almost failed the sixth grade when he was around twelve. 
At this age he also had whooping cough. Then at ages fifteen to twenty 
he shifted from high school to college. There were reawakened feelings 
about his Size, and his masturbation began about this time. He seemed to 
have managed well in the first part of college, when there was a spurt of 
activity, but then he lost interest and joined the service. It was also around 
this time that the whole affair with Mary had started. His service record 
seemed to be good. Then he started back to school, felt nervous, got 
sleeping pills, went to South America, and within a few weeks returned to 
Los Angeles, where the suicidal attempt occurred. 
One often raises the question in depressed and suicidal patients whether 
there was a loss or absence of an important figure in his childhood. In this 
Case we have an intact family that has lived together. There is no real 
absent father, although we might say that the father was physically 
available but amaoni uninvolved. There may have been some subtle 
indications of intent foward suicide when he told his parents that he was 
going to go to the West Coast from their home in Kansas. But there was 
nothing subtle in his idea of going to South America after dating a South 
American girl for a number of years. He buys a malted milk with his last 
Quarter before taking the pills, and malted milk also had been associated 
with the tonsillectomy at the age of 11. We see in all this the unconscious 
bid for help for his mounting tension. He tried to delay the impending 
explosion by trying to run or move away, but then the loss of money, 
added to all the dammed-up feelings produced a kind of internal catathymic 
crisis. He felt a kind of bursting within himself that impelled him to 
activity, which for him took the form of a suicidal attempt. . 
. The oedipal nature of his relationship to Mary is seen in this case. There 
15 à greater preoccupation with the mother than the father. Often the 
giving up of the mother and choosing another woman implies for the 
Datient the risk of abandonment or death of the mother. This was seen 
when the death of the aunt makes him resume the union with his mother 
and the giving up of Mary. His irrational self wanted both parents and 
Mary, as when he requested that his parents bring Mary with them to 
the station once when he came home on 2 furlough. When he did attach 
himself to a girl in the service, it seemed this was not sufficient. He needed 
to attach himself to a figure that might help him break away írom his 


178 The Psychotherapeutic Response to the Cry for Hclp 


mother. Mary supplied this much more than the girl to whom he was 
attracted in the service. For himself, the parents’ attitude toward Mary 
was the first time that they had ever crossed him. This probably is a screen 
memory of many other frustrations in regard to the parents. The concept 
of suicide as destruction of the superego figure could be enlarg-d here as a 
punishment he was meting out to his mother for all the wrong that she had 
done to him. 

Many points can be raised as to the motivation for treatment that 
would first have to be shown by this patient before a treatment program 
could be set up. Some may say that he does not seem to talk of any inner 
conflict and that projection still prevails as the dominant defense. One may 
also say that he showed little motivation because he did not seek advice 
about his problems prior to this attempt. Other questions about his 
motivation might indicate that his frustration tolerance was low; that he 
had tendencies to escape rather than to work through his problems; alse 
that he attempted to work out his problems in a living situation and that 
this is what he essentially found in the situation with Mary. On the other 
hand, he had done fairly well in the school situation and in service, his 
intelligence seems adequate, and much of his need to act out in a small 
but serious way can be attributed to the paucity of living experiences: 
We also do not know what resources were available to him from the 
community in case he really sought help. 


PSYCHOTHERAPEUTIC IMPLICATIONS 


In planning any kind of psychotherapy with this patient, many factors 
would have to be considered. There is, for example, some question whether 
the psychotherapist who would continue with this patient should actually 
ree the patient while he is still in the hospital. Careful consideration has 
to be applied to this question, for in a hospital setting many emergency 
problems come up, which the therapist should perhaps best avoid. Tt starts 
the relationship on a different level if the patient sees the therapist ^ 
making the many important decisions that must occur in a hospital setting: 
The changeover to an outpatient setting, whether it be clinic or office, ? 
quite different and may prove to be distorting and confusing to the patient 
This consideration may be of particular importance when the therapi** 
has bem treating the patient for some time and the occasion arises where!” 
the patient needs hospitalization for either a suicidal attempt or to prevent 
the possibility of acting out along these lines. Sometimes the patient !5 
placed in the hospital against his wishes, though it is foreseen as a short 
stay. Here it would be better if a therapist who has not been treating the 
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patient functioned as the restricting authoritative person and in this way 
preserved the therapeutic relationship between the original therapist and 
patient. This kind of planning is often overlooked but can be quite 
crucial. 

The possibility of treating A. S. with intensive psychotherapy would 
have to be weighed against what is known of his ego strength, the fact 
that he has not had enough living experience, and the need for a more 
stabilized outside environment. Perhaps psychotherapy should not be 
interpretative but rather more supportive until the reality factors of the 
total situation can be worked out. Supportive therapy is not to be con- 
fused with a laissez-faire attitude, for sooner or later therapy has to be 
Interpretative to have any kind of lasting efiects. Theoretically, if the 
Case of A. S. is a reactive depression in a neurotic person, psychoanalysis 
Would be the treatment of choice. Even were we to think of it as a case 
of repetitive cycles of psychotic depressions without real hypomanic 
attacks, psychoanalysis might be tried, though with a great deal of caution 
and with the use of special techniques. Supportive therapy for the de- 
Pressions has been found to be most effective at the beginning of the 
therapy, but later interpretations have to be tried, even during the de- 
Pressive phases. As a general rule in the treatment of such cases, when 
the patient’s unconscious tensions become more violent, it is then neces- 
Sary to divert the therapy again to more superficial levels that the patient 
can tolerate, During the therapy we must certainly deal with the variations 
of all the guilt mechanisms in the patient, helping him to maintain a sense 
Of reality for himself even in crises, in order to sustain his self-preservative 
defenses. In dealing with all the problems of transference with the patient, 
Particular attention has to be directed to his fears of abandonment, to the 
analytic transference reactions, and to the narcissistic character of his 
reactions. There is a uomen be glib in dealing with these kinds of 
cases along single planes, such as the concept of oral frustration. This 
Would demand that the therapist yield to certain needs in the patient at 
Certain times but with the realization that catering to the patient’s needs 

es not produce a dissolution but rather à continuance of those needs. It 


Must be stressed that, when we work with such patients, we are dealing 
with patients who Hass severe oscillations in their instinctual urges, à 
re bound more to the 


Situation t] ese urges à 
n hat tends to minimize when these urge 

e instincts but might quickly produce crises when they are bound to and 

mphasized by the death instincts. . s 

djunct therapy with parents in this case or with a spouse in other cases 

aS to be constantly thought of and regulated to the type of setting in 
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i i i ith 
which the therapy is conducted. Marginal interviews could be asc 
parents or spouse if they are sufficiently spaced so as not to produce cni 
ference in the therapy of the patient. However, if more d - 
has to be done with the parents or spouse, another therapist wo 
indicated. 
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into the 
he problem of homosexuality. 


may have with regard to 


Most of any particular knowledge that I 
project into the problem 


rane stems from a research and therapeutic : k 
this E carried on over a number of years at Bellevue Hospital. Brieily, 
nvolved at first personally seeing and studying in detail 100 cases of 
os np suicide and then seeing further cases for the purpose of checking 
that "ms of the tentative conclusions that had been formed. Finally, cases 
s Were felt to be representative, i-¢., representative of diverse clinical 
Ne motivational pictures, were selected for intensive psychotherapy for 
i lods ranging from 1 to 3 years. The case illustrations that I will make 

€ of, however, will also be taken from patients seen by me in private 
Practice, since after I had been engaged in this work awhile, my colleagues 


ae more than the average number of suic — 
Nono e$ in time, their reasons were not purely a truistic, or air 3 of 
that i t that the risk involved in treating suicidal patients was a headache 

ör ey were glad to pass on. 
the many problems and limitations inhi 


thers 1 
"s 1s one in particular that it might be 
With persons who made suicide attempts and failed, and the question 
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erent in this kind of project, 
well to mention. This study 


182 The Psychotherapeutic Response to the Cry for Help 


may be legitimately raised as to how much these patients have in common 
with actual suicides. It was with this in mind that in each case the degree 
of suicidal intent was carefully rated. 

I think that the cases that were considered as having maximum intent 
were as close to actual suicide as one could reasonably expect to get. For 
instance, there was one girl who jumped under the wheels of a subway 
train, had two cars pass over her, and still lived. There were two men 
admitted to the hospital after executing a suicide pact, in which each took 
30 sodium pentobarbital tablets, 0.1 gr each. They were discovered 
comatose, with an accompanying suicide note, 13 hours later by a maid in 
their hotel. They were admitted to the hospital, where the condition of both 
was precarious. One died; the other lived. The one who survived was, 
like the girl I mentioned, included in the group with maximum intent. 
Furthermore, cases where the suicidal intent is not great nevertheless throw 
much light on the motivation in more severe cases and vice versa. 


I might mention that for a long while I was troubled in this matter of 


t ib S, conscious and unconsci hat go 
n i ons; 3 cious, that g 
into suicide. They differ not only in intensity, as is Suggested by variations 
t in a marked way. I shall t to 
outline i OM aig 
sr and illustrate some of the varying emotional motivational con- 
Stellations that are seen. TT 
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conclusion was based on a study of depression in general rather than a 
direct study of suicide (Freud's case write-ups include reference to only 
one patient who made a suicidal attempt), but it has nonetheless stood 
up well under the test of time, although it is too often overworked and 
made into a cliché. In addition, Freud made his observations on depression 
before he had come to the conclusion that rage or aggression could be 
nonerotic in origin, so his paper «Mourning and Melancholia” (1917) deal- 
ing with the problem contains libidinal explanations for the retroflexed 
Tage that are extraneous and undemonstrable. However, that should not 
be allowed to obscure the importance of the concept of retroflexed rage 
that is contained therein. 
In recent years, largely through the work of Rado, we have become 
aware of the dependency adaptation involved in depression. The patient’s 
Tage and its retroflexion are seen to be part of a desire for, plea for, and 
frustration in the attempt to achieve this dependency. Rado also directed 
attention to the expiatory nature of the self-directed rage and its mis- 
directed, adaptive purpose of atonement, with the hope of the patient being 
forgiven and reconciled with the object of his frustration. This is im- 
Portant to keep in mind because it correlates well with some of the 
Motivations and fantasies of actual suicidal patients that will be discussed. 
Depression has been seen by all observers in response to the loss of a 
loved object or a setback in life. Often, depression occut? without evident 
Precipitating cause. In this regard, the use of the idea of the are 
loss of the loved object to explain the latter situation seems an P ^ 
and unnecessary construction of what we observe psychody re y. i 
'ssue in the dreams and fantasies of such patients is the need for ns 
oil person and the unavailability of that person, with consequent irus- 
ration, anger, r d depression. . 
oe pon pod i constellation are important ha 
they are often seen in the forty to fifty-five age group, when actual su e e 
ìs most common. However, since so much has been written. ni ne i 
I wish to do with this group is merely to make ® for potita hati ion 


ave not been suffici tressed. 
ufficiently noted or str s . 

One of the factors that I have noticed more umen — e 
Personality structure of these patients in the years prior to their depression. 
S depressed or suicidal, 


uring the peri tients were not 
periods when these patie È 
€y were invariably concerned with alleged mistreatment by others. The 


mistreatment was not necessarily delusionally elaborated, but ee ae 
Occupation with it was great. The patient’s failures were due to mis E - 
Ment, favoritism, and corruption in varied and sundry situations. hen 
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there would be the loss of someone or something or a setback that the 
patient’s paranoid defenses were unable to handle, and the latent depres- 
sion would make itself evident. Now the reaction became more that the 
patient himself is to blame, his unworthiness caused the loss, etc. The 
depression is seen in the context of frustrated dependency. The patient 
has the feeling that effort is pointless; he has never been cared for and 
can expect nothing. He dreams in corresponding images of frustrated 
dependency: food is denied him, or the supply is insufficient. There is 
some tendency to blame any person who is conceived of as the frustrator, 
but eventually this anger is retroflexed and depression is the picture. Some 
patients have the Capacity to alternate rapidly from a depressed to a 
paranoid picture; with others it is more gradual. 

I recently saw a patient, a man of fifty-five, who had been depressed 
and unable to work for several years. His story revealed the kind of 
icated in the years prior to his depression, al- 
him only the depression was evident. In the 


nd one in which the patient’s self-esteem was 
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The man who loses a large amount of money and reacts with a suicide 
attempt thus will often differ from the man who doesn't in that his self- 
esteem is more dependent on his financial position. 

In addition to these points concerning some of the factors seen in de- 
pressed suicidal patients, I would like to stress the fact that the psycho- 
dynamics of depression are not sufficient to explain suicide. For one thing, 
à great number of suicidal patients do not show either the dynamics or the 
Clinical features of depression. More important, many depressed patients 
are not suicidal. In other words, the mere fact that the problems of de- 
Dression and suicide are so often seen conjointly does not justify using 
the dynamic formulations of depression as a blanket explanation for 
suicide. 

The patient's attitudes and fantasies with regard to death and dying are 
extremely important in the motivation of suicide, whether or not depression 
I5 present. One patient made three suicide attempts, scattered over a pe- 
riod of some 20 to 25 vears. When I saw her for the first time, following 
her latest suicide attempt, she was forty-seven years old. Each attempt had 
been more serious than the one before, and she had been extremely for- 
tunate to survive her last one, which had been with gas. Her attempts 
always had some relation to an unfortunate and unsuccessful love affair. 
She was treated on an outpatient basis; but because of worry about the 


danger of suicide, we had a standing agreement, in the form of a promise 
t y the desire to kill herself and 


to the therapist, that, were she overcome b : 
unable to Seach Se she would admit herself to the a oa 
After several months of treatment, in which the same love affair that l se 
Preceded her suicide attempt was continuing unsuccessfully, poene 
ime acutely suicidal and did admit herself to the hospital. The nig 
She did so she had the following dream: . : 
"I was living E ipiam in Baltimore that I lived in = ue 
ago. There were a lot of people around telling me je me "bcm E 
Wedding dress that was hanging on the wall. and I - n ii : » 
Her association was to an apartment in Baltimore where, p i 
fore, her affair with a man had lasted for 2 years Then ea y e "s 
told her he was going to marry another girl. She had A o ins 
Suicide and had made a suicide attempt- Everything in the im ih 5 
same as it had been in her room at that time of the first ie d» > pt- 
To the wedding dress in the dream she associated the fact that she always 
wanted one. However the thing that impressed her most in the dream e 
Pus the wedding dress looked more like à shroud than like a wedding 
Tess, 
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What I wish to call attention to is the fact that the patient’s igs of 
a successful love relationship is included in a death fantasy, or vice ie 
Her desires can only be gratified through her death. Thus death, alt angh 
originally probably viewed as a punishment for something desired, s E 
become a necessary concomitant for the fulfillment of those desires. nte 
estingly enough, this patient recalled that she had had this same dream 
recurrently before her prior suicide attempts. . i 

I have seen many variations of this fantasy. One woman, in contrast o 
the previous case, was depressed in the classical sense, i.e., lethargic, d 
ful, spoke little, etc. Her depression was essentially a plea for greater he p 
from her mother. At times this plea was ingratiating, at times angry, yum 
at times expiatory. Her depression ended with a dream in which she anc 
her mother kissed and made up. However, two weeks later, when clini- 
cally her depression was far less evident, her suicidal trend became more 
apparent. She had the following dream: 


“My in-laws took my wedding ring. I decided to steal it back and then 
commit suicide.” 

The patient associated to this dream the fact that her father-in-law had 
frequently told her that her husband did not belong to her and was b 
loan. She always felt that nothing had belonged to her, not even her chil- 
dren. She saw the woman from whom she stole the ring as her mother-in- 
law. However, the dream is of interest because of the light it throws 0n 
the patient's suicidal tendency; the primary factor in the dream is that 
she views gratification of her desires for men, in this case her husband 
(the oedipal implications of the dream need not be considered here), 25 
possible only through her own death. It is this factor that I think is of 
cardinal significance in terms of her suicidal trend and distinguishes her 
depression from depression where suicide is less of a threat. 

When patients have fantasies in which death is a means of gratification, 


Suicide is a very great danger. Nor are these fantasies always unconscious- 
One patient was seen just after 


he had made a suicide attempt from which 
eventually he died. He said that before attempting suicide he had spent 4 
Year since his wife’s i 


3 death with conscious fantasies of reunion with ber 
in death. 
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an unsuccessful suicide attempt as though some atonement had been car- 
ried out. 

In going through the wards of a hospital like Bellevue and examining 
the youngest and often most disturbed group of suicidal patients, one can 
See feelings of guilt and the need for self-punishment blatantly. Their 
guilt preoccupations will vary from promiscuous sexual activity, incestuous 
fantasies, a body racked with imaginary syphilis, and misdeeds in service 
to, in a very deteriorated case, the feeling that he is a “bad boy." The 
underlying emotional theme in these patients involves their feeling worth- 
less, no good, afraid, deserving of punishment, and filled with self-hatred 
for their failures, fears, and incapacities. For them suicide is a self- 
punishment in response to what amounts to delusions of guilt and sin. 
These are patients who are often apathetic rather than depressed. Their 
now self-directed aggression has been cut off from attempts at communica- 
tion. They have given up both the idea of crying out for help and the pos- 
Sibility of achieving it through atonement. Their apathy doesn't lift after 
an unsuccessful suicide attempt, and the more the apathy, the more the 
therapeutic risk on an outpatient basis. This apathy has its psychodynamic 
equivalent in the self image that many apathetic suicidal patients have of 
themselves as already dead; i.e., they see themselves as dead emotionally 
or as walking corpses and Sie their suicide as giving reality to a state of 


affairs that already exists. 
Gp might say, before turning to our case, a W ig : 
Perhaps gestures where the desire to spite or force affection from some 
One is the dominant motive and the degree of depression and of suicidal 
Intent js usually minimal. These are the so-called lovers' quarrel attempts, 
made over incidents hirë the patient feels rejected. The patient says 1n 
effect: “Look what you are driving me to, you will have to treat me bet- 
d. They rely on arousing guilt in what amounts to a form of emo- 
onal blackmail. They have in common with so many of the other groups 


© reaction t, bandonment. I should like to 
oa ed loss or aba > 
emphasi zeal pe dremen nscious meaning of abandon- 


f death as a retaliatory aban- 
as you have abandoned 


ord about suicide attempts 


men : 
t. The patient views his suicide or threat 0 


Onment H a ; d ou 
: He s . “J will abandon y : 
me, ays in effect: “I wi men inue abandoning to be 


" 
? or "I will aba 

ndon you first, A 
hae. I will do it." Suicide often involves some element of this, and the 
ore life experiences of the patient in terms of abandonment and id 
“tion are at least as important to evaluate as the way in which he 


earn 
ed to handle aggression. 
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i icide, but 
There are surely other motivational patterns to be seen in suicide, 


j i peri i n now turn 
those described are the major ones in my experience; we ca 
to the case to be discussed. 


THE CASE OF MR. A. S. 


In beginning, let me state just what one can or cannot do with er pas 
of case history. The case is presented so as to give no bias Dm 
particular frame of reference. I assume this is the reason that w at the 
have the examining psychiatrist's diagnosis, his clinical ca oye oy sir 
patient, or statements as to the emotional contact he made E rid 
tient or the weight he gave to the things he heard. I appreciate t e : tt da 
of the bias these data might have caused, but my own opinion is e en 
less of a danger than the one of excessive speculation we have to a 
without this information. I cannot honestly say that merely pee cd 
graphical data given would have led me to say that this boy was a Sa te 
lar suicidal risk prior to his attempt, and I can state that this is no 
case with many patients I have seen. ; 

I might md. in this regard that the patient or whoever brought = 
to the hospital should have been more thoroughly questioned so we co i 
get an idea of his suicidal intent. His critical, comatose condition on admi 5 
sion is suggestive but not conclusive. How and under what = ares 
he was discovered should and can usually be ascertained. What dee á 
tions did he take to prevent discovery? What strength were the barbi a 
Tate tablets he took? These are basic, elementary questions, but I 1: 
afraid they are necessary in evaluating suicidal intent and. should 


: à to 
established with all Cases of attempted suicide, Also, an attempt 
evaluate the degree o 


Í depression before and after the suicidal attempt 
would be helpful. » 
What I have just said doesn't mean that I think we cannot make P 
Sumptions about this Case, so long as we recognize them for that and E 
as definitive Conclusions. I wil] try to suggest some of the things I ien 
should be looked for psychodynamically, were this a case in therapy. es 
we might look at What we have in this patient with regard fo h 
dependency-rejection Constellation. The boy's indecision and vacillation 
and inabilit 


Suicide: Psychoanalytic Point of View 189 


his feeling that in some way something was missing in their relationship 
together. This combination of seeing his mother as capable and yet not 
gratifying his needs would tend to cement him in an unhappy yet de- 
pendent position. Also, it is at this point in discussing her and indicating 
Some hurt that he feels with regard to her that he breaks down, becomes 
tearful, and immediately feels the need to defend her, stating that he is 
Sure she cared as much as most mothers. He says that in the days prior to 
his suicide attempt he felt the need to break with his family and yet felt 
Strongly the need for them; here too I think he means more his mother 
than anyone. His need for his parents' approval conflicts with the need 
for the woman of his choice and results in his leaving home rather than 
facing the situation more directly, so he ends up with neither his mother 
nor Mary, 

Psychodynamically, were this boy in therapy, one would be on the 
lookout for the kind of dreams that indicate he views choosing a woman 
and giving up his mother not merely as a frustration of his dependency 
needs for his mother but as total abandonment or death. This is further 
Suggested in his reaction to his aunt’s death, which influences him toward 
giving up Mary and making up with his mother. It can be assumed that it 
1S his problems in this regard, with the loss of needed dependency, that 
Went into his depression. If this patient demonstrates the type of fantasy 


I mentioned earlier, in which suicide is viewed as a means of gratification, 
one would look for it in this area, that is, he would see suicide as in some 
Way fulfilling his dependency desires. It is in this connection that his 
Temark that in the period before taking the sleeping pills he felt he wanted 
to have something bigger than himself, i.e, "à feeling of understanding 


Tom home,” 3 
may take on importance. : "m 
Sometime : i id and will see rejections 
tl: arano! ] 
es such patients are slightly P: n this boy's 


and frustrati A : : tion of this i 
atio: ere is a sugges a " 
ns in everything. Th m any such conclusion. It is 


army experi ee: à í 
" experience, but this is insufficient to form à à 
d Impression that many patients with a history like this eventually 
-—- the separation from their mother and 
Sene However, they are the ones who are m 
ctions if the i later in life. 

y lose this woman late . . . 

. We also have some information with regard to his handling of aggres 


Sion, although none of it is decisive We have his continual alternation 
o fighting and losing and making up with a friend of his. More important, 

think, there is iis mothieps way of handling his misbehavior by crying 
and feeling hurt. This is always à method of discipline that more than 
any other results in a turning inward or self-direction of aggression on the 


form attachments to other 
ore vulnerable to suicidal 
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part of a child and concomitant guilt over it. That the patient as a child 
learned this at the cost of much internal conflict is indicated by the in- 
cident where he arouses his father's guilt and pity to obtain money for the 
movies and then feels guilty himself for so doing and returns it. 


THERAPEUTIC IMPLICATIONS 


In discussing the therapy of this case or of other suicidal patients, there 
is no intent to imply that we are dealing with something radically dif- 
ferent from the general problems involved in psychotherapy. This is, of 
course, not the case; in addition, it is almost too obvious to mention that 
problems about suicide, as in our case, are only one aspect of the patient's 
total problems, and one deals with them as they emerge in therapy. How- 


ever, some suicidal patients remain acutely suicidal after an attempt, and 
with them it is ne 


related to suicide o 
The major speci 
unfamiliarity wit 


therapy with such cases. When a patient is admitted to the hospital follow- 


patient, one is safest to start psychotherapy 
spital so that it becomes possible soon to see 
tact can be established. This is the biggest 
» for with it plus a knowledge of the psycho- 
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tions of his dependency needs on the part of the therapist with the desire 
to leave therapy. This is often not experienced as a desire to leave the 
therapist but merely as a feeling that a change in locale will solve his 
difficulties. If the therapist is alert to the source of this feeling, it is a 
problem that can usually be managed and the patient’s understanding of it 
can serve as a helpful wedge in dealing with his dependency problems and 
his reaction to them. 

As has been indicated, were this a case in the 
this boy’s problems were dealt with would be determined for the most 
part by the order in which he focused emotional attention upon them. This, 
in turn, would be largely determined for him by his immediate situation 
When he commenced therapy. Were he to have begun therapy in Los 
Angeles, ie, away from his school or home, the chances are the first 
Problems he would have had to be concerned with would revolve around 
Working, going to school, or doing both. His difficulties with women and 
the problems centering around his mother, which would be more the 
Source of his other difficulties, might well emerge only after this. 

Ultimately the success of his therapy would hinge on his ability to re- 
Solve his dependency problem through understanding it, mastering it, and 
Fe-experiencing it in different terms. To some extent this might be pos- 
Sible in the relationship with the therapist, but finally it rests on the 
ability of therapy to help him establish a lasting, "satisfying relationship 
with a woman. Sometimes these patients can form only overly dependent 
relationships with women, but at least they can be gotten to form them 
In à more satisfying and ie frustrating manner than the original experi- 


ence with the mother. 


The criteri 
teria for his improvement would no : 
and less dependent adaptation reflected in school, work, and with a woman, 


but there would also have to be psychodynamic evidence of change as 
reflected in dreams and fantasies that reveal a less dependent and less 
helpless self image. Were this achieved, there would, in addition, be less 
Preoccupation with his height on which he has focused his feelings of low 


ir oes self-esteem. 
hat about the prognosis for psychot 


Cidal pati oa 

lal patients? Naturally, since suicidal P à : 4 

“Matric entities from nonspychotics to advanced schizophrenics, their 
p 


Prognosis is related to their underlying personality structure, although it 
1S often possible to minimize the suicidal here this structure cannot 


rapy, the order in which 


t be merely a more successful 


herapy with this and other sui- 
atients run the gamut of psy- 
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to which cases could respond to it and as to how much ir cei d 
: ates Perhaps in our infancy we could be forgiven our ignorance, A 
Erie not hold true in the future. This is true in general, —— 
tainly true for suicide in particular. A knowledge of the en pe ví 
of suicide, of what patients can be treated with psychot "arde 5s 
how much improvement we can expect will improve our results. i g 
suicidal patients who want help the results are encouraging. — 

As a closing thought, I call your attention in this regard ; ad 
that our hospitals could, although they do not at present, at pole 
Priority to suicidal patients on their outpatient waiting lists = n 
therapy. Some such priority, based on urgency, seems to me to be de 
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ur discussion of suicide from the 


Suicide « 
Uicide inexorably involves death. O 
tely start by quoting from 


rm point of view can therefore appropria 
45,5 essay [2] “The Soul and Death" (p. 6)- 

u— negation of life's fulfillment is synonymous with the refusal to 

id bt its ending. Both mean not wanting to live; not wanting to live is 

ntical with not wanting to die. Waxing and waning make one curve. 

ae Possible, our consciousness refuses to accommodate itself to this 

*niable truth.” 
in the case of suicide we are 


F 
bir most of us death simply comes, but 

With an active secking of the termination of life. We are then facec 
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f 
with a most pertinent question: How can the ego, as LEE pec 
the living organism capable of carrying the ME. = A e, E DoE 
an instrument of self-destructive tendencies or an? W at S ipiam 
in the phrasing of this question is the "monopolistic position th i H mete 
to the ego as the only carrier of the meaning of life, a theoretical pos 


i i including the 
shared by most non-Jungian western personality theories, including 
Freudian theory. 


EGO, DEATH, AND THE MEANING OF LIFE 


One of the most important contributions Freudian theory makes F 
modern psychology is the insight into the elaborate defensive pT 
the ego against any threat to the gratification of its goals, whether a 
threats come from the internal world of drive impulses or from the wo! 7 
of external reality. We are also aware of the importance of eim. a 
this ego-defensive capacity and, with it, of the strength of oci 
ego functioning in the general process of adjustment and maturation. id 
how can this same ego, reinforced by the power of life-preserving instincts; 


y ice of 
be made to face the reality of death or even be forced into the service 
life-destroying impulses? 


The difñculty of visualizin 
(with or without psychoan: 
body who commits suicid 
essentially that the e 
by dissociative forces 
It seems to me, howe 
to apply it so autom 

Freud attempted 
the concept of the 


g such a turn of events leads many psychiatrists 
alytic orientation) to the assumption that any- 
al acts must automatically be insane, bueno 
£o must have been at least temporarily cipes 
and, in the process, deprived of its monopolistic rote- 
ver, that this stretches the concept of insanity too far 
atically in all such situations. " 
to overcome this theoretical difficulty by postulating 
death instinct, which vies with the life instinct in its 
influence on the ego. If one conceives of instincts in the naturalistic sense, 
in which drive impulses are derivatives of life-preserving forces, the con- 
cept of the death instinct remains rather incomprehensible, as can be 


Seen by the fact that it has remained a highly controversial issue within 
all Freudian groups, 


This difficult semant 


ach the Jungian fr. 
work, the lif 


ic situation changes fundamentally when we ap- 

ame of reference. Within this conceptual d 

Preserving forces are only a small part of the archetypa 

powers whose impact on our behavior and experiences we describe clinically 

as drive impulses of instinctual reactions. More important, the Jungian 

conceptualization denies the monopolistic role of the ego as the only 
"This question is very Pointedly raised and treated by Wahl [7]. 
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center of the individual organism capable of carrying the meaning of life. 
The ego becomes merely the center of the conscious part of our personality 
functioning. The self constitutes a deeper center of the functioning of the 
individual human organism, maintaining the contact between the individual 
and the cosmos to which it belongs. From the self emanates the experi- 
€nce of meaningfulness. 

One essential prerequisite for the conscious experience of meaningful- 
ness is a minimal contact between the ego and the self. As long as the ego 
1S completely engulfed in its goals of ego satisfaction or caught in a spasm 
of ego-defensive activity, the elation that accompanies an experience of 
meaningfulness of life cannot take place. Only if and when the ego can 
free itself from its pseudomonopolistic egocentric position and seek con- 
tact with the other center, the self, can life become meaningful. There is an 
increasing body of evidence, both inside and outside the Jungian way of 
thinking, that the more important psychological processes, especially the 
Creative ones, demand a state of affairs that Ernst Kris [3] describes as 
“regression in the service of the ego”; phenomenologically, it would be 
More accurate to describe this same state of affairs as the abdication of the 
€80 in the service of a more meaningful life. . p i 
_ One further important thought construct for the Jungian point of view 
in regard to suicide is the assumption that this self, which can be con- 
Sciously experienced only occasionally (usually in the form of a religious 
experience), has both a bright and a dark side. When the dark side pre- 
Vails, a situation in which death seems more desirable or less horrifying 
than life occurs. This state, in fact, is a necessary, although not a sufficient, 


Prerequisite for any suicidal act. 

Let us examine some of the situations in wi à 
not yet talking about suicidal tendencies or acts but simp 
in which death seems preferable to life. 

1. The death of the hero or martyr is the m 
Of these situations, in which the life of the in 


Portant than th ion of the ideal. 
e preservation oO ? " ; 
2. Intractable pain or unbearable mental anguish make life seem so 


miserable that death appears largely as a liberation, regardless of what 
€Xpectation a person may have regarding the hereafter. "e 
3. Counterphobic reaction to death is closely related to the situa = 
described above, in which the expectation of death seems so unbearable 
that the individual prefers an end to horror to a horror without end. Again 
We can refer to Wahl [7], who describes this situation very aptly. 
4. Reunion with a dead loved one is sought in cases where the death of a 


hich this may occur. We are 
ly about situations 


ost common and well-known 
dividual seems far less im- 
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i i ire to 
loved one seems to carry with it all the meaning of life. The ads 
reunite with this person in death becomes so overwhelming that E: nd 
not even matter whether the individual has any concrete notion o 
this reunion will take place. . . : 

5. The search for freedom, one of the most peculiar of these wie 
leads to cases of completely unpredictable, almost whimsical acts of pos e. 
involving the desire not to be committed, not to be tied down, to life 
anything it contains. . . 5 

6. The search for closure, the opposite situation, is an older person 
longing for death as a well-deserved closure to a rich and full life. 


THE PSYCHOLOGICAL PROBLEM OF REBIRTH 


In the six situations described in the preceding section, death seems : 
be consciously desirable or preferable, whether for rational or irrationa 
reasons, The Jungian point of view emphasizes another aspect of death, 
which rarely comes to the conscious awari : i 
tendencies: namely, the longing for a spiritual rebirth. The principle i) 
dying and being reborn belongs to the essence of the unfolding life 
process. Parenthetically, we wish to emphasize that this discussion will be 
confined strictly within the empirical realm of psychology; there will be 
no attempt to transgress into the realm of metaphysics or to consider the 


age-old problem of life after death and reincarnation. In the present con- 
text, rebirth implies a s 


piritual rebirth experienced within the life span 
of the individual. 


The archetypal s 
the daily experien 


vit, cetera 
eness of a person with suicida 


womb of the magna mater to reestablish this contact 
and to be reborn wit 


This process of re 
the magna mater ha 
to the dark and brig 


ut danger. The archetypal force of 

giving and life-destroying aspects, parallel 
ht side of the self. Therefore, the night journey contains 
always the danger of ending in destruction rather than in rebirth. If the 
patient is made aware of this danger and is helped to face it by the 
analyst, the suicidal crisis can be transformed into a profoundly healing 
and life-giving experience, 


s both life- 
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This explains the negative correlation between the tendency to suicide 
and the degree of self-realization or self-actualization reached by a person 
within his lifetime. The less successful a person is in being or becoming 
himself, the more vital energy he invests in what Jung calls the persona; 
the need to play a certain role, to act as one thinks other persons expect 
9ne to act. Thus, the greater will be the need for psychological rebirth when 
this persona-centered existence reaches the end of its usefulness. The over- 
investment in persona values rather than in self-realization is a corollary 
theoretical formulation to the 7, and J, proposed by Shneidman and Far- 
berow [5] in “The Logic of Suicide” and may explain the difficulty ex- 
Perienced by the suicidal person who leaves a suicide note in distinguish- 
ing between the self as experienced by the self (Zs) and the self as it feels 


itself experienced by others (Zo). 
PHENOMENOLOGICAL DIMENSIONS OF SUICIDAL ACTS 


; In order to focus the case history under discussion and its interpreta- 
tion, we must delineate the vast field of suicide phenomenologically. A 
brief outline of the major dimensions of suicidal attempts or actual suicides 
will permit us to achieve a certain topographical orientation. 


Collective and Individual Suicide 


The first dimension, and it will be seen that these are 
dealing with polarities in which any individual case may fall somewhere 
between the two poles, is the polarity between collective and individual 
determination of suicide: We tend to think of the many cultures, societies, 
and religions that prohibit self-destructive acts, but there are actually a 
few Cultures in which under certain conditions suicide is sanctioned. We 
need mention only the two classic examples of collectively determined 
Suicide, the death of the hero and the death of the martyr. We all re- 
member the kamikaze in World War ll, the Japanese suicide pilots who 
deliberately crashed with their airplanes and their bombs into American 
Ships to make sure that the bombs would reach their goal; anyone familiar 
With Lawrence van der Post’s [6] stirring book Bar of Shadow will un- 
derstand that this has a strong and specific affinity to certain aspects 


Of Japanese culture. But the collective sanction of suicide is by no means 
Imited in time and space It is interesting to recall, as an extreme opposite 
example, a story about the Swiss. During the critical period of World War 
u, in 1940, Hitler decided to advance but could not know for sure whether 


it would take him 3 days, 3 weeks, OF 3 months to outflank the French 
, 


all dimensions 
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Maginot Line by attacking Holland and Belgium. We know red t 
documentary evidence that he had an alternate plan, in case E des 
should fail, to march through Switzerland and attack France from is 
other side. The Swiss were aware of this, and hundreds of eir kein 
fully prepared to destroy themselves in an attempt to blast all a 
and other forms of access into their country. It is most interesting 
this was also connected with a strong religious experience. A high per- 
centage of the Swiss population believe that what actually changed Hitler 5 
mind and protected Switzerland from the threatened German invasio 
was the intervention of the only saint in their country’s history, the famous 
Brother Klaus. There are eyewitness stories from whole battalions of Swiss 
militia who actually experienced the collective vision of Brother Klaus 
standing before them and holding the Germans off. Near the hermitage 
where he lived there is a monument, placed on the spot by a Swiss division, 
to commemorate this very experience. 

Whether Brother Klaus changed Hitler’s mind, or whether the success 

f the German march through Holland and Belgium caused him to abandon 
the idea of invading Switzerland, the fact remains that countless numbers 


of Swiss citizens would have been willing to sacrifice their lives to stop 
him, even temporarily. O; 


difference wheth 


Active and Passive Suicide 


The second of these Polar dimensions I wish to mention is the polarity 
betwee j 


n active and passive suicide, It may sound like a verbal contra- 
diction to speak about passive suicide 
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is withou sti 
de It question an act contra naturum (against nature). This is a 
y Important and significant distinction. 


- Sincere and Attention-getting Suicide Attempts 
don e ee polarities is clinically the most important one, namely, 
fao m attention-getting aspects of the suicide attempt. Quite 
ipis iones e attempts are not sincere attempts to kill oneself but 
iones € MORS MIRR devices. In such Cases, the act is so prepared that 
es idi ib erri chance to be saved. For instance, there is the case of a 
hen bcd un ed until she saw her husband's car drive into the garage and 
to the aver a 17 barbiturate pills. As soon as the husband came 
Stick he E e told him what she had done, so he could still make her 
"p ae down her throat and regurgitate. As far as the meaning 
Plans it so th concerned, it makes a world of difference whether a person 
opportuni € is practically no chance to be saved or there is the maximal 
die entis 24 o be saved. There are, of course, many cases where persons 
äte Sive m y by accident and where persons who had no desire to be saved 
; but the basic motivation certainly has to be considered. 


Planned and Impulsive Suicide 
fine is a fourth polarity, a dimension that I simply call the degree of 
is he eB P. How deep are the roots of any human being in life; how much 
haps, r mmitted to life and to relationships with others? Does he, per- 
vinee oon the picture that was so beautifully drawn by the French 
takes : Saint-Exupéry [4], in his book Tke Little Prince, where one just 
ave en at will and is not really tied down by anything? Persons who 
fu hh kind of rootlessness, and some of them are brilliant and success- 
under ih what clinically we would like to call “floating island" egos, which, 
it, Such © sway of any strong current, will take off and float along with 
Seems t Persons are capable of taking their lives purely asa whim. There 
One th Wi be no question that this kind of suicide is very different from 
call at is the outgrowth of deep despair. This form of suicide is often 
ling about its importance, I cite 
(Selected Letters), by Gott- 
whom the high command 


1,000 and 1,500 cases, all with 
clusion, surprising both 
bout 80 per cent of all 


NIS, 
ul g chrmacht. Benn examined between 
o maania evaluations, and came to the con 
n and to the German high command, that à 
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these cases were spontaneous suicides, often under the influence of acier 

It follows from this discussion that, to understand any act of suici : 
or suicidal attempt, one must first determine where within these four dimen 
3ions the individual case is to be located. 


THE CASE OF MR. A. S? 


The case of Mr. A. S. definitely belongs to the category of an active, 
serious suicide attempt with individual rather than collective motivation, 
by a person with a fairly deep-rooted ego. 

For such cases, the dynamic components of the suicide pattern can be 
described in Jungian terms as follows: "e 

(A) A dead-end situation prevails. Life seems to have lost its meaning; 
there is no way in which this could be regained except through psycho- 
logical rebirth, which, in the mind of the patient, is naturally not recog- 
nized. The desire for rebirth is unconscious; only the longing for death 
is consciously experienced. (B) The emotional conflict largely responsible 
for the blocking (for the meaninglessness of life, experienced as a dead- 
end situation) has enveloped the ego. The ego is unable to disidentify itself 
from the complex that blocks further personal development. (C) The re- 
sentment about the frustrating situation is contaminated through emo- 
tional forces, which are experienced as demoniacal and thus reach mur- 
derous proportions. This is actually experienced as an uncontrollable com- 


pulsion to kill oneself. (D) This murderous disposition is combined with 
à corresponding loss of vitality. 


In the case of A. S., 


there were signs of considerable vitality up ' 
the age of twelve; after 


that, the vitality seems to drain out of him and 
returns only in feeble spurts. In persons whose vitality remains in force; 
usually some form of acting out, some alternative short of suicide, can be 
f 


ound to overcome the dead-end situation, even though it may be no more 
rational than the suicidal act, Wh 


tempt to change the life situat 
to relieve unbearable tension. 


The first striking feature in the case history is that in the short period 
of the interviews (five during the period of a week) the patient mentioned 
‘ive times that he loved to fight and that he fought with the neighbor 
children all the time. Even his mother, who tried desperately to hide all 
negative aspects in her description of her son, mentioned that he was 4 


very active boy, the kind of boy who always liked to stick up for the 
* The formulations in this section are the Product of the joint efforts of Dr. Maric 
Louise von Franz, staff member of the C. G. Jung Institute in Zurich, and the author. 


ere no vitality for any such active at- 
ion is possible, suicide seems the only way 
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underdog. This aggressive attitude suddenly disappeared approximately 
at the age of twelve. After that, the only clues for any assertive behavior 
are, first, his playing the trombone; second, his relatively successful mili- 
tary history; and finally, his abortive attempt to stick to his relationship 
with his girl friend, Mary, against his parents’ opposition, an attempt that 
collapsed at the moment of crisis and led to his suicide attempt as sud- 
denly as his childhood aggression disappeared. 
The mother appears, both indirectly in the son's story and directly in 
her own interview, as an extremely domineering and castrating person, 
Who, however, is successful in hiding these tendencies behind the mask of 
Donpunitive concern and martyrlike worry for her son. As one reads the 
entire material, one comes to feel that, even though the mother was a very 
modern woman and quite efficient in helping to provide for her family, in 
her basic emotional attitudes she comes remarkably close to the life-giving 
and life-taking magna mater. When she complains, “Because of you two 
I couldn't have anv more children," she displays this swallowing aspect of 
the magna mater, of devouring the life she had given birth to, in a re- 
markable symbolic expression. Her whole attitude is such that, to put 
ìt in a rather banal way, one just could not get any fun out of life with 
er around. : 
Ns father completes the vicious family circle by failing repeatedly in 
'S role as provider an rarely speaking up for his son. 
The son net vice e ed ane of his mother and therefore finds 
48 way. of expressing his mounting resentment except in ridiculously mild 
Comments, Once during the interviews he says, «p know I resented this 


i i - became im- 
e domineering role of the mother] at times"; but then he i 
«Mother spent as much time 


mediate] adds 
with us » Midi sd € dh is silent. Even about the father he 
only Says, *My dad is thankful toward her for any help she has given 
to the family, but also quite resentful." When his frustration tolerance 
reaches its limits for the first time, in the conflict with the parents about 
Mary, he runs away to the Army in order to strengthen his courage. 
During his service, his mother almost forces him into taking a stand 
against her by wddg ‘obvious foul means to separate him from his girl, 
Mary, First, the mother writes him that she suspects that Mary is pregnant 
(natura]ly by another man, since he was away), which was false informa- 
tion: then another time she writes him that Mary's parents were against 
the marriage, which is also a lie. He tries to free himself and plans an 
clopement, which produces the first crisis leading directly to his future 
Suicide attempt. Discussing the time when he had made preparations to 
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lope with Mary, he says, “We didn’t have the nerve. Just a doomed > 
ài A When I left her that day, I cried.” This is the most dramatic i 
EN of incidents that he himself describes as “going down," the — 
xac of the desire to let himself be swallowed x s d mag 
mater, the earth mother, since he is unable to live life withou 7 - 

A relatively extraneous coincidence, the illness and death of "e "^ 
the mother's sister and a former teacher of his, suffices to make him ri 
off the relationship with Mary and to come running back to mamma. in 
that, he does well in the service and even tries to fall in love with ano 

irl, one more acceptable to his mother. . : 
: It is prebaliesllg quite fitting that Mary refuses to return his pend 
pin and that he is unable to go through with marrying the other girl, e^ 
though everyone is in favor of it. He obviously is not ready to face "€ 
on his own responsibility and goes back to Mary, the only positive = 
warm contact in his life, in contrast with his compulsive, emotionally 
twisted mother. . 

In school, he switches to sociology, a symbolic expression of the n 
to find a way to the outer collective, and even gets good grades, bu 
finally his relationship to Mary cannot be maintained any longer. She 18 
fed up with his dilly-dallying, and her former yielding behavior gives 
way to a more demanding attitude. In desperation, he runs away again, 
this time to South America, Mary’s motherland. This symbolic escape 
fails completely, and he enters the last phase before his suicidal attempt. 


He returns to continue his studies and to look for a job, but he is “pong 
down” for the last time. He says, “I wanted to sever relations with my 
family and to have something bi 


gger than myself, a feeling of understanding 
from home.” In convincing symbolic actions he prepares for the union 
with the magna mater: he gets a glass of malted milk, takes a shower, 
around seventy-five barbiturate capsules) and 
that he would have to kill the mother image 
expressed in his feeble desire to sever relations 
ly way he can accomplish this is to sever rela- 
his unconscious desire to be reborn. 
n this case might be appropriate. It can be 
s behavior in the several interview sessions that 
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PROPOSALS FOR TREATMENT PLANNING 


D das 
uiu Pene and active elements in the life history, some 
is seek ie ni ambition, and presumably a good intelligence. In 
EESTO pa a ive — only strengthened the inversion of ag- 
eite aaa uh imself. Now they can be transformed into constructive 
libel resenim es en he learns to free himself from the poisonous accumu- 
plius on against his mother and to understand the suicidal attempt 

We pee expression of the psychological act of rebirth. 
ieagaieierce bicis with a few words about the general topic of counter- 
pätient or à r counterreactions: the feelings of the therapist for a suicidal 
the ability of suicidal threat. Essentially, the answer to this problem is 
or in the cas = therapist to face up to death, either in the case of suicide 
to which he ud incurable disease; it depends very much on the degree 
of death in Pr able to come to a successful reconciliation with the reality 
death is : is own personal philosophy. The problem of the meaning of 
can be rel A area in the whole discussion of suicide; this problem 
Send ay ed back to the therapist and his resolutions and solutions. It 
is to fens that a prerequisite for the successful treatment of suicide 

e in something as a key to the meaning of life. 
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ADLER'S THEORY OF PERSONALITY DEVELOPMENT 


A psychological theory of suicide is essentially one of its dynamics. hen 
Adlerian theory of dynamics sees the individual as a unified and unique 
whole, at all times directed by one over-all striving. This striving Adler 
has named variously a striving from below to above, a striving from : 
minus situation to a plus situation, or a striving for superiority or perfection 
or completion. The particular name is less important than the general idea 
it represents: a Striving for a goal of success. A second important thought 
here is that the concrete representation of success corresponds altogether 
to the subjective conception of the individual and may take on the greatest 
variety of forms. A third factor is that the individual is not necessarily 
aware of his particular goal of success and in this sense is unconscious of 
it. But the goal can be inferred if we study all his actions and expressions 


"The author acknowledges his appreciation to Dr. Alexandra Adler, Mrs. Danica 
Diutseh, and especially Dr, Rudolf Dreikurs, all of whom read the original me 
script and the case history and made valuable comments that have been incorporate 
in this chapter. 
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d looking for the common denominator that permits understanding 
m a as parts of a coherent and self-consistent picture. 
ou mes drives and other motives are subordinated to and in the 
E & 3 main striving. The individual cannot be considered in 
Teen ` ipa be considered as part of his social context. Adler’s 
be a eld theory. Not only is the individual influenced by his social 
ing, but his actions are in turn socially effective. What occurs in one 


part of the field must produce effects in other parts. 


Mental Disorder 


ioe intay healthy striving represents a contribution or an asset to 
the m. group, whereas mental disorder is a disturbance or liability to 
iE up. In the former, the goal of success 1S in accordance with com- 
$e eon ense, makes sense to others as well as to the individual himself, and 
bina eptable to others. The maladjusted person, on the other hand, strives 
e goal of success that represents only private intelligence, makes sense 
rà to himself, and is thus not valid. 

" v striving in mental disorder has been desi 

e useless side. It is useless from the poin 


it r i 
meleka no contribution and often a lia! 
Seless also to the individual. Because he is an inextricable part of a social 


setti $ 
aa so that almost all his partial needs, such as sex, food, security, and 
us, depend for their satisfaction on contributive social interaction and 

t likely to be successful in 


hi i es, "n 
Bel become social problems, his striving is nO 7 
ong run. By contrast, the striving in mental health is, on balance, 


MARS 
pow on the socially useful side. . . " 
unc Interest. Adler's construct in explanation of the difference etween 
in ng on the useful versus the useless side is social interest. Deficiency 
Social interest is the common denominator for problem children, neu- 
es, perverts, and crimi- 


Toti » 
ng Psychotics, alcoholics, drug addicts, prostitut r 
nals, as well as suicides. Thus Adler established the unity of all malad- 


Justment, Social interest is the criterion for appraising mental health. 
Nes interest is the capacity to understand and accept the social inter- 
atedness of the individual human life, to empathize with one’s fellow 
men, and thus to be in harmony with the social world and the universe. 
mee a second dynamic force, opposed to the striving for superiority, 
ii dh » if a proper balance is obtained, would hold the superiority striving 
me ve This would be a dualistic system of dynamics, comparable to 
5 death versus life instincts. Adler’s system of dynamics 1S monistic. 
Social interest is innate in the form of à disposition, or potentiality, or 


gnated by Adler as a striving 
t of view of society because 
bility. But it is ultimately 


206 The Psychotherapeutic Response to the Cry for Help 


aptitude, like the aptitude to read, to sing, or to swim. Like these aptitudes, 
it *must be trained and exercised, or its development will be stunted” [4, 
p. 371]. When developed, social interest, like other capacities, becomes 
part of the individual's goal of success. If your aptitude to ski has been 
developed, your striving for success will include skiing in one way or an- 
other. The capacity secondarily assumes dynamic qualities, in accordance 
with Allport's and Woodworth's principle of the functional autonomy of 
motives [3, p. 191]. Similarly, if your social interest has been developed, 
your goal of success will include a striving on the socially useful side. 
Social interest is from the start more a cognitive than a conative factor, 
although it does acquire conative properties. The apperceptive schema of 
everyone is biased in accordance with his individual style of life, but the 
Stunting of social interest makes it more narrow, incomplete, and dis- 
torted and makes the striving more self-centered. The development of 
social interest, on the other hand, leads to a more objectified striving, which 
has greater validity. In this sense A 
psychology. 
Developmental Factors. 


dlerian psychology is a rational 


Deficiency in social interest is likely to arise in 
children with organ inferiorities, in those who have been hated or neglected, 
and in those who have been pampered. The apparent advantage of the last 
group turns into the opposite when the pampering situation does not pre- 
vail. The individual in all three groups is likely to see himself at a special 
disadvantage, not welcomed by the world or not able to obtain the 
Us ecial consideration that he tacitly demands. He is thus likely to develop 
Increased inferiority feelings. Rather than learning to see himself as an 
equal part of a larger social Setting, he is likely to see himself as a unique 
Case in opposition to the world, considers himself living in enemy country, 
and develops a self-centered and heightened goal of success and a corre- 
Sponding personality or Style of life. Such self-centered striving for per- 
Sonal success is what Adler calls the neurotic disposition. 

It must be pointed out here that environmental factors are, however, 
no more absolute determiners of the style of life than the biological factors- 
They only provide greater or lesser probabilities. The last word is spoken 
hd the individual, who must be understood as being creative and as using 
în fhe formation of his life style the factors with which he finds himself. 
ds Mir mgiss Factor. The exogenous factor is a situation or problem 

more social interest than the neurotically disposed perso? 


De His inability to meet the situation represents a threat to his 
“esteem and life style, which he then Moves to safeguard through 
symptoms. i: 
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Suicide as Symptom of Mental Disorder ? 


In view of such a general theory, the categorical differentiation between 
disorders is of secondary importance for Adler. The burden of diagnosis 
and treatment is shifted from the disease category to the individual case. 
Adler's psychology is very much an idiographic psychology, in which it is 
essential to understand how the general dynamics of mental disorder have 
become uniquely concretized in a given individual. 

Yet there are certain similarities among cases that are to a degree char- 
acteristic for the various commonly recognized symptomatic categories. 
Adler’s general observations regarding suicide are as follows. 

Pampered Life Style. Suicidal tendencies, like depression, which is closely 
related, develop “in individuals whose method of living, from early child- 
hood on, has been dependent upon the achievements and the support of 
Others. They will always try to lean on others” [4, p. 319]. They expect 
and demand that others fulfill their wishes. They have a pseudoconscious- 
ness of their value to others. They expect always favorable outcomes, are 
Poor losers, and are unable to play the game as equal partners. d 

Inferiority Feelings and Self-centered Goal. “Their self-esteem from child- 
hood on is clearly low, as can be concluded from their unceasing attempts 
t achieve greatest importance" [4, p. 319]. The suicidal person is am- 
bitious and vain. The contemplation of suicide gives him the feeling of 
Mastery over life and death. This feeling is “the supreme expression of 
3 E i of superiority on the useless side of life” id 55]. His thinking 

self-centered rather than problem- or other-centerec- 

P Degree of Adi: Pel. the maladjusted the greatest amount of ac- 
"Hity is found in criminals, where again the murderer shows more mee 
18 the Pickpocket. Among neurotics and psychotics, activity Jp.Benera ly 

OW; but again differences exist within the groups. Activity 1s generally 

Pere in anxiety neurosis and schizophrenia, gar in compulsion neurosis 
epressi : in suicide [4, p. 1651- n 

Veiled AR mi eee P Ms potential suicide is charac- 
terizeq by the fact that he hurts others by dreaming himself into injuries, 
9r by administering them to himself” [4; P 324]. Occasionally suicide is 
Combined with open aggression as in cases where it is ees pes 
Suicide Gin Be duh 5 of reproach or revenge. In this 1 
1S also ie el to alcoholism and drug addiction, all 
Of which are forms of veiled attacks on others who will have the sorrow 


oz x5 ; T 
This section is essentially based on Adler's paper on suicide [2], with other quota. 


tions į 
interspersed as indicated. 
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or care. In suicide, as in depression, the life style employs complaints, 
mourning, and suffering to influence others by creating sympathy. Thus 
we also find self-accusation and begging for forgiveness, which are often 
included in the notes left behind. 


Suicide in Mental Health 


Adler recognizes that there also are persons who commit suicide who 
cannot be described otherwise than as well-adjusted, although such cases 
are conspicuously rare. “Situations in which the approximately healthy 
may regard suicide as the only way out are: endless suffering, inhuman 
cruel attacks, fear of discovery of disgraceful or criminal actions, incurable 
and extremely painful diseases, etc." [2, p. 49]. : 

He further points out that suicide may appear in the form of epidemics 
or receive cultural sanction, as in the case of hara-kiri. 


THE CASE OF MR. A. S. 


If we examine the case history of Mr. A. S. in the light of the preceding 
theoretical considerations, we gain an understanding of how the patient 
arrived at an erroneous style of life and how, in view of his mistake, suicide 
appeared to him as a suitable means to solve a critical problem situation- 


Pampered Life Style 


Talking about himself and his sister, the patient says, “both of us were 
somewhat pampered." We learn that his mother did all the work aroun 
the house and would never ask even his sister to help with the household 
duties. The mother confirms in her interview, *We were always very 
good to A., let him do whatever he wanted to.... There was only one 
time we stepped on A." (when he wanted to marry Mary). Although this 
is not necessarily the case, a child with such a pampering mother is prone 
to develop a pampered style of life, as the patient indeed did. : 

He acquired the opinion that he could obtain everything easily with 
the help of others and that he could expect everything from others. Getting 
things from others became part of his goal of success. This is shown in ? 
first childhood recollection, which he describes as “wonderful.” “We took 
a long trip to get a bicycle, and we came back late at night. But my dad 
d à up for me, even though it was late, and I remember we were riding 
it with him helping me.” The significance of early recollections is that theY 
cee the Present opinions of the individual, which in this instance would 
be: "Ww hen things are being done for me and people help me, no matter 
how inconvenient it is for them, then I can go forth and things are WO" 
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» 
Si a gens ra when the family had moved to the city and the patient 
Fiet bee ni he did not receive special consideration, his marks 
had had his mi ma flunked in the sixth grade. In the former school he 
Wanin tock à is teacher and used to think he was something special. 
a OhEillectom P S others is a recurrent theme in the case history. From 
Mesue an T at the age of eleven he remembers that other persons were 
From his wl NIB, Sy brought him good things to eat and malted milk. 
panicky vh nooping cough at the age of twelve he remembers becoming 
org" b when he was choking and found himself unable “to call for some- 
o help him. When he wanted to take a trip, he called a travel agent 


Li] 
a 
nd he arranged the trip... for me." 


Underdeveloped Social Interest 


sa "abu aspect of the pampered life style is deficient social in- 
socia] sit desd, the patient gives no evidence that he ever approached a 
ial le res with a contributive attitude, meeting the other person on an 
fronted vel, maturely. When the family moved to the city, he was con- 
fs s with the task of establishing new social relationships. How did 

go about this? "I remember desperately trying to be popular. ... I 


wou . * , P » 
nein try to be nice and charming and everything.” This sounds like con- 
ension and hardly seems the right way- No wonder the patient did not 


Succeed, 
Nisi. same time he remembers that the teacher once spanked an- 
this, Hi m who had beaten him and that the other children did not like 
regret z feeling of solidarity with the children was not great enough to 
lost e entire incident. All he can remember 15 “feeling bad because I 

the fight... I was jealous of the other kids and would fight with 


E all the time.” 
fu Monien according to the patient, 
that the e might be in a group of people. 
tion and m was the kind of a person wh 
also want o develop social interest. Wanting 
tient tell ed to do everything and thus be everything 
teache $ that, during the time he lived at the farm, t 
r at our school” but “my mother was actually my teacher. 


«likes to do things alone, even 
» We can understand from this 
o is unable to teach coopera- 
to do everything herself, she 
thing for her son. The pa- 
“my aunt was the 


Inferiority Feelings 
e rise to strong inferiority 


the strength of social 
on social interest. But it 


L s i H 
orbe of social interest by itself tends to giv 
ties” [^ Psychological tolerance depends on 

, P- 243], and their development depends 
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" T : interfere 
is equally, if not more, true that increased cosi Mgr on ap 
with the development of social interest. In the panen iyw fis size (hë 
three further factors contributing to his sense of inferior: D d 
mother’s domineering nature, and the father’s general weakr : 
cess. s t 
$ The patient was small. The psychiatrist describes him as E PEOR. 
slight, blond, boyish-looking person, already partially bald. p» ae 
the time when he was ten years old, when he fought a preat ollege 
patient says, “I was small and would lose most of the time. y Mos 
he started “to feel bad about being small. Once I even bough s 
elevator shoes. It seems like I didn't feel physically equal to the € 
In the Army he had a superior of whom he says, “This man sagt a 
thing I hated,” and he begins his description of him with “He was oon s 
He always tried to humiliate me.” The patient's smallness was a t 
his flesh. " „ther 
The mother pursued for herself a goal of personal seny - » 
than one of genera] usefulness. According to the patient, "She li clap 
excel. She likes to be the leader in clubs and be the chairman of E sit 
tions. She feels flattered when she is elected for something like Tuy 
Such a person, rather than making others feel as equal partners, is ET 
to depreciate them in innumerable subtle ways, even though un 
boosting them. To the patient she is the kind of woman who “makes ev the 
one that is around feel inferior, . - - My dad is thankful toward her oy 
help that she has been to the family but also quite resentful... . Bs 
to avoid crowds and go to clubs, because she always predominates. dit 
The father was, in the patient's eyes, ineffective, failing, and unsucc 


rt in 
ful. The psychiatrist describes the father as staying for the most em his 
the background and as only occasionally stepping out from behin 
wife’s skirts to assume some of the 


gruff exterior that he feels is mds 
of a man. The patient says about his father, *He is not interested in rod 
ing around the house, and my mother has to pull him into it and tell ide 
what to do, and he expects her to do this.” In his relation to the pot 
world, “dad was never extremely successful at anything he did, La ds 
used to feel bad about this.... That hurt me a lot because my frien 
always had fathers who were important.” x- 
And yet the patient identified with his father, in this way to some TS 
tent forming a common front against the mother, in spite of the Low re 
statement, ^T guess that I am Closer to my mother." We gather this pe 
the good times the patient remembers having had with his father. T 
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mother says that “father and son were like two peas in a pod, they often 
talked together and shared interests." When the patient said, as noted 
above, that his father was quite resentful toward his mother, we may well 
take this partially as a projection based on identification with the father. 


The Goal of Personal Superiority and Masculinity 


As is frequently the case in persons with increased inferiority feelings 


and low social interest, the patient compensated by secondary feelings 
of his particular value and an exaggerated goal of personal superiority. 
. Such a development again was fostered by the mother who, the pa- 
tient says, “was always trying to build me up and brag about me to every- 
One, and whenever anyone would come over; she would tell them how 
Wonderful I was.” The mother told the psychiatrist, “Our children were 
very much admired.” 
Under such influence the patient developed the idea that he should be 
tops. He says, regarding his goals while in school, "I still had a feeling 
that I wasn’t in the real top echelon, and I was trying to get in. I would 
Want to be the leader, but I never was.” He kept asking the most popular 
girl in school for dates although she never gave him a tumble. Eventually 
he did go out with other girls, “put I never felt I was really enjoying 
myself with them, that I would rather have had the other girl." 
, Here we have an illustration of the “antithetical schema” of appercep- 
tion [4, p. 248], the *dichotomizing judgment" [4 P- 249], or the “all or 
nothing” motto [4, p. 294] that Adler found typical for the neurotic in- 


dividual, According to Adler [4, pP- 249-250]: 


The neurotic's striving for security, his very safeguards, can be an 
en the original antithetic value-factor, namely that of insecurity, i tal ex 
nto Consideration at the same time. Both security and insecurity are the resu 

ofa dichotomizing judgment which has become dependent upon the fictional 
Personality ideal and furnishes biased subjective value judgments. The feeling 
of security and its opposite pole, the feeling of insecurity, arranged according to 


e antithesis i E : ersonality ideal, are, like the latter, à 
of inferiority feeling and P ychological construction concern- 


fictional pai 
Bt S! 
pair of values. They are the kind of P ificially divided, that 


ing which Vaihi : lity is art. 
ail i “that in them reality , 
hinger points out "that hes together, put that, when taken singly, 


€y have meaning j Ag 
they leaq iet D Zene ong meaninglessness, contradictions, and illusion- 
ary problems.” In the analysis of psychoneuroses it often becomes apparent that 
ese antitheses are ctr ts tla antithesis of man-woman taken for real. 
© dynamics of the neurosis can therefore be regarded, and are often so 
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understood by the neurotic, “as if” the patient wished to change from a woman 
to a man, or, in the case of a man, wanted to hide his unmanliness. These ten- 

` dencies, in their varied fullness, give the picture of what I have called the mascu- 
line protest. 


In the case of our patient, the antithetical schema of apperception did 
indeed also take the form of the masculine protest. Being small and 
identifying with an ineffectual father, the patient’s goal of security and 
superiority included the idea of wanting to be a real man [4, p. 250]. He 
wanted to be superior as a man or, rather, what he thought a man 
should be. 

In this light the fighting that we noted earlier, which was taken as a 
sign of lack of Social interest, takes on additional and possibly greater 
Significance as an expression of the patient's struggle for manliness. But he 
did not understand these coherences; they remained unconscious to him. 
This is why he could not explain why he fought so much. *I don't know 
Why it was, but I was always fighting. I just had to.... It seemed that I 
used to love to fight.” He could also not understand why his parents 
“wouldn’t stick up for me rather than just tell me not to fight.” He “would 
keep on doing it,” although he would lose most of the time because of his 
small size. Here we see the small, Overprotected, pampered boy who tries 
desperately to assert himself. 

Only after he came to the end of his Tope, being disliked by the zr 
children and almost flunking in school, he began to change, trying to 5€ 
Popular by being nice and charming, as mentioned earlier. 

In the Army, where he advanced to the position of sergeant 


i : e 
did extremely well in it." Yet this did not provide him with the aie 
that he could later on also find his place in a masculine world, and a 


H r ed 
he was out of the Army, there was no such place with clearly defin 
masculine status available. 


The Ruling Type 


, Asa child the patient was very active. His early memories include milk- 
mg Cows, running downstairs to get out of the cold and get dressed in 
front of the warm stove, playing in the band, and playing football. The 
frequent mention of fighting with the other children completes the picture 
of an active boy. In his later life he copes with his important problems 1? 
the form of Tunning away, Showing activity to this extent. He leaves red 
lege twice, goes into the Army, goes on a long trip, etc. He responds to his 
problems with activity, although not of a constructive type. Taking his 
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recollection as a metaphor, we can say he always tries to run away from 
the cold of real life to the warmth of the family stove 50 he can continue 
with the business of getting started. 

In her interview with the psychiatrist, the patient's mother repeatedly 
confirms that the patient was very active: while she was carrying him, 
while he was an infant, as a young child on the farm, and later as a boy 
in the city. 

Such relatively great activity, combined with deficiency in social interest 
and the expectancy that others must help him to attain the exalted posi- 
tion to which he feels entitled, has been described by Adler as the dynamics 
of what he called the ruling type [4, P- 168]: 


If confronted strongly by a situation which he feels to be in the nature of an 
examination, a test of his social value, a judgment upon his social usefulness, a 
person of this type acts in an unsocial way. The more active of this type attack 
others directly.... To this type also belong suicidals, drug addicts, and drunk- 
ards, Whose [relatively] lesser degree of activity causes them to attack others 
indirectly, They make attacks upon themselves for the purpose of hurting others. 


The description of belonging to the ruling type would seem well ap- 
plicable to the patient. He characterized his satisfaction in the Army in 
the following words: “I had people working for me. Things were going 
swell.” We remember he always wanted to be the leader. 

His originally very high degree of activity, however, became somewhat 
diminished. When, still as a child, he experienced that fighting and assert- 
ing himself did not help him, partly on account of his small size, he 
developed, as a secondary phenomenon, the more passive attitude of pleas- 
ing others and of trying to find his place through seeking approval. At 
times he liked to dramatize his helplessness, as during his recovery from 


the suicide attempt. 


The Exogenous Factor 
“It all goes back to before I went into the Army. I had a girl friend 
then, Mary.... I really wanted to marry her. But my folks were against 
this.” Mary was a South American-Spanish girl, perhaps of partly Indian 
Or Negro descent, who had been adopted by one of the respected white 
members of the community. Naturally, the patient's overambitious mother 
would not consider such a socially “inferior” girl as being good enough 


for her SOR. " * "E 

It was probably precisely th of social inferiority that the 
patient needed in a woman. Such a woman would look up to him as a man 
and not treat him like his mother treated his father. When persons choose 


is quality 
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partners far beneath them in social status or education, they wish, prid 
ing to Adler [4, p. 437], "to establish a situation in which ier 
will look up to them." Mary had indeed been very "considerate i to the 
patient. “Mary was the first girl I had intercourse with, and I So 
very much.” At that time he no longer felt so small. While he was in t is 
Army, “Mary would write me every day, and I would wait for her letters. 
He had finally found the one girl who looked up to him, who treated him 
like somebody important and great. 

Many young men are confronted with the problem of wanting to marry 
a girl of whom the parents disapprove and find a solution other than 
suicide. The patient, however, was unable to give up either his mother or 
Mary because he needed both women for his self-esteem. d 

He expressed what he considered the ideal solution when he i ne 
that his parents bring Mary with them to the station one time when » 
came home on a furlough. This was a quite unrealistic and unreasajable 
request in view of the fact that the parents disapproved of Mary hae: 
strongly from the start. It corresponded, however, to his private logic z 
wanting both his parents and Mary. It was his private logic that did hs 
permit him to "understand," as he Says, why his parents were agains 
the girl, " 

The inability to reconcile his parents and Mary, so he could have e 
both, was “the terrible problem." He tried repeatedly “to get away fron 
the terrible Problem” but did not succeed. He vacillated for two aee 
had a good time in the Army, and even found another girl. But the - 
girl, nice as she Was, did not apparently give him the same support E 
Mary did. Thus at the end of the two years “the same situation betwee! 
Mary, myself, and my folks preyed on my mind." 


The Revolt of the Pampered Child 


We have seen that the patient needed Mary in support of his = 
esteem. But there was probably a second reason why he could not give he 
Up, namely, the very fact that his mother was strongly opposed to € 
If this assumption is Correct, we should be able to find opposition agains 


the mother for which clinging to the thought of Mary would give him 
Strength, 


According to Adler [ 
the time when even th, 
his wishes, Then the 
various forms of tyran: 


4, p. 370], “For each pampered child there ar 
e most affectionate mother can no longer fulfill a 

revolt of the young despot breaks out, leading to 
nY against the weaker.” Suicide in such cases is an 
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act of aggression in the form of reproach or revenge, as stated earlier. 
Again according to Adler [4, p. 324], “One will seldom go wrong in deter- 
mining against whom the attack is aimed when one has found who is 
actually affected most by it.” In the present case it is undoubtedly the 
mother. 

The wish that the mother and the father did not fulfill was to consent 
to Mary. “It was the first time that they had ever crossed me.” This was 
the shock that caused the revolt to break out into the open. From then 
on the patient speaks repeatedly of “hating to go home” and “severing 
relations with the family.” But being a pampered child, he did not have 
the courage to do so. When he expressed the generally human feeling, “I 
had to have something bigger than myself," he could not think of it in 
terms of work, study, or the love of a girl. This “something” remained for 
him “a feeling of understanding from home.” Another time he says, “I 


couldn't go against my parents.” f 
The revolt that broke out with the parents’ disapproval of Mary had 
eral indications of earlier 


been smoldering for some time. There are sev 
resentfulness against the mother. «T think my sister turned out lazy be- 
cause mother could never let anyone else do anything. I know I resented 
this at times.” The patient also stated that the father was quite resentful 
against the mother, that she made everyone around her feel inferior, and 
that she always predominated, as mentioned earlier. He even made the 
accusation that “mother enjoyed dad’s illnesses, because she Ty the 
Opportunity to work and to show that she was very competent. Ide 
her visit to the hospital after her son's suicide attempt, the mother's con- 


duct was so officious and obnoxious that she made it quite plain how she 


would create d hostility at home as well. 
Ss + Mary, who let him down in the 


But the suicide was directed also agains 
end. After he got out of the service and went back to Mary, he was at first 
happy. But then his relationship with Mary deteriorated, and he did not 
feel so close to her any more. “She had changed a lot. She was not con- 
siderate any more. She would say things and wouldn’t care what people 
thought. She would hurt their feelings, and I remember feeling that this 
was all my folks’ fault, and I plamed myself, too.” At that time he had 


gone back to college, and despite the fact that hh maths were up, “I 
Started feeling socially inferior again, and I couldn't study." This would 
Seem to confirm neatly how he needed the complete support of Mary to 


maintain his self-esteem. 


The patient then says, not his 


, » 1 
«g was at my nerves end." But it was 
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nerves; he was at his wits’ end. The doctor to whom he went gave him 
sleeping pills but did not understand him, nor did the patient under- 
stand himself. In Mary he lost the only woman with whom he truly felt 
superior as a man, the only one who made him feel like a man. Now he felt 
that he had been abandoned. 

The basis for his revenge feelings toward Mary is her daring to change 
while he was away. His subsequent decision to go to South America may 
be understood already as an attempt to punish her. Did he go there to find 
another Mary, one might ask? 


Hurting Oneself to Hurt Others 


Why did the patient not express his revolt and revenge through any 
of the other possible symptoms? Why did he resort to suicide to hurt his 
mother and Mary? " 

In answer to this question we note that the patient had for a long Bune 
incorporated into his life style the mode of operation found in potential 
cases of depression and suicide. Such cases typically attempt to gain their 
ends through appealing to the sympathy of others by playing up their 
own weaknesses, griefs, and sorrows. In the face of a shock experience, 
the less active of them may then resort to an actual depression, the more 
active to suicide [4, p. 168]. The patient can well be considered as be- 
longing to the more active group, as explained earlier, who will produce 
the injury themselves. g 

The following are indications that he resorted since childhood to this 
mode of attack. “I was playing the violin one day and I started to cry 
because I wanted to go to a movie. Dad gave me the money.” But he does 
not stop at getting his way by resorting to crying; he wants to earn further 
sympathy by not accepting the fruits of his victory, through showing guilt 
feelings. And so we learn that, after he had gone out, “I came back be- 
cause I guess I felt bad at the way I had gotten the money.” No wonder 
his mother attests, “Other children would get into trouble, but A. was 
obedient.” Adler had explained in one of his early papers (1910) that 
aggression in children may manifest itself through obedience as well as 
defiance, “The human psyche is capable of operating in either of these 
directions” [4, p. 66]. 

A similar application of the patient's tactics is the following. “I was 
small and would lose most of the time when I fought with other children, 
em pr yway T would keep on doing it. I would feel very bad when I lost. 
With his grief he would then go to his parents to win their support and 
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sympathy. When neither would “stick up” for him, but simply told him 
not to fight, he “would feel uncomfortable.” 

Another example of indirect attack is almost understood by the patient 
himself, When he started fighting with his dad about Mary, “I didn’t 
actually fight. I would talk with my mother, but I wouldn’t talk with my 
dad." And further on, “I didn't know at that time if I blamed my parents 
or not, but I began to feel that I was going down again." 

This mode of operation is, of course, the patient's own doing, but he 
again had the model of his mother before him. “Things would upset her 
very easily but she never would punish us. She would tell us it would 
worry her if we did something bad.” When he almost flunked in school, 
“My mother looked at my report card that day when I came home and 
started to cry, and dad scolded me.” To appreciate this, we must recall 
how much the mother was actually the dominant figure in the family. Yet 
at the same time, worry and crying, appeal to sympathy, was an important 
part of the mother’s arsenal, and the patient had learned to appreciate it 
as a most powerful weapon. In the words of Adler [4, P- 288], “Tears 
and complaints—the means which I have called ‘water power —can be 
an extremely useful weapon for disturbing cooperation and reducing others 


to a condition of slavery.” . MM 
Because of his self-centered, narrowly focused life style, it did not 


Occur to the patient that he could solve “the terrible problem” by mean- 
ing something to others through looking after them. If he had loved Mary 
in this sense, that is, if he had really loved her, the problem would not 
even have arisen. Instead, he is NOW striking against his mother e 
against Mary through the puzzle of suicide but retaining the appearance o 
being a good boy. 


The patient, bei f the inter 
$ eng unaware 0 " 
quite calm at ‘the time of the suicide attempt, as one who does not take 


the responsibility for an important decision but ascribes it to others or to 
fate. In South America he had not been able to get interested in anything, 
and after a short time he went to Los Angeles, where he apparently ran 
out of money. “I would look in the papers and try to get a job, but it 
would seem as if I just couldn’t get started. I would look at them, but 
wouldn't do any more. Then I would £o to a movie and come back, and all 
the time my mooä was getting worse, and I still had the feeling that I 
wanted to sever relations with my family.” One day, after coming back 
from the movie, “I had only a quarter left, and I was hungry, so I got 
a malted milk.” This is a replica of the malted milk he was given at the 


nal coherence of his actions, is 
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time of his tonsillectomy at the age of 11, when others were so good to 
him. “Then I came up to my room, put all my stuff away, took a shower, 
and took the pills and lay down." He was a “good and obedient” boy. 


Summary 


We have here a young man with a pampered life style, deficient social 
interest, strong inferiority feelings, and an unrealistic goal of personal 
superiority and masculinity. His originally great activity is tempered by a 
desire for approval. He reaches an impasse when his mother strongly disap- 
Proves of the girl he needs to support his self-esteem. When the girl finally 
lets him down, he takes revenge on both his mother and his girl by 
attempting suicide. 


THERAPEUTIC IMPLICATIONS 


All failure, according to Adler, is based on a faulty method of living, 
a faulty style of life. The work of the Adlerian therapist consists in bring- 
ing the bits of information about the patient, obtained from the interviews, 
into such a relationship that an understandable picture emerges of how this 
particular person dreams himself toward some form of success on the use- 
less side of life. The therapist is usually relatively soon able to understand 
the patient’s life style. This understanding represents the diagnosis. 

Therapy consists in imparting this understanding to the patient, the 
assumption being that the patient will then be able to correct his mistaken 
life style. At the same time, the therapist must strengthen the patient's 
Social interest and thus enable him to gain the greater independence and 
Courage necessary for the correction of the mistake [4, p. 119]. 

Therapy is time consuming because the patient's schema of appercep- 
tion is biased. Thus it becomes necessary to use the material from further 
interviews to interpret to the patient again and again how all his expres- 
Sions fit his life style. “The therapist must grasp the special structure and 
development of that individual life with such accuracy, and express it 
with such lucidity, that the patient . . . recognizes his own mistake” [^ 
p. 335]. “Once this is accomplished, the patient will understand his specific 
incidents better than does the therapist" [4, p. 336]. “The cure is brought 
about by a correction of the faulty picture of the world and the unequivocal 
acceptance of a mature picture of the world” [4, p. 333]. The objective of 
therapy is “to enable the patient to take a better, more self-reliant attitude 
toward life, one which is in greater accordance with society" [2]. 2 

In the present case, one would show the patient to himself in approxl- 
mately the way we have done in the preceding pages. This would have t° 
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be done gradually and tactfully, adapted to the patient's response. Treat- 
ment must be flexible. Specific measures suggested would also have to be 
scaled to the patient's reactions. As the patient had a “weak” father, a 
male therapist would probably be indicated. 

The first objective would be to get the patient to see that he has been 
looking for protection like a child and then had sulked because he did not 
get enough. But he should also understand that with his old attitude he 
never would feel that he was getting enough and would be led to further 
fighting. 

The next objective would be to help the p 
on his own, which includes preparation for unavoidable failures and inde- 
pendence from the opinion of others. The therapist would encourage new 
efforts by the patient in the direction of self-realization by emphasizing 
the patient's positive qualities. He would also help the patient in formulat- 
ing a vocational goal and in pursuing it. The planning should take into 
account that the patient is intrinsically active, that in the Army he was 
very happy doing administrative work, and that he always wanted to be a 
leader, 

In this connection, and therapeutically at the same time, some kind of 
leadership training with role playing might be considered. There the pa- 
tient would learn that being a leader does not mean “I had people working 
for me” but that instead the function of the leader is to take on responsi- 
bilities and to work with others, which means also to look after them. 

The ultimate objective of therapy would be to change the patient's 
unrealistic self image into a realistic view of himself and the ripe 
would then be able to respect others and change his self-centere ae 
Other-centeredness. He would learn not to be concerned primarily with the 
question of “who will take care of me” but to take care of others and that 
this can be a pleasure. Once he has come to understand this, he will be 
all right, 


atient prepare himself to stand 
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Doctor Green was born in 1922 and received a B.S. degree in 1942, a B.M. pom 
1945, and an M.D. degree in 1946, all at Northwestern University. He was an EN i. 
psychiatrist in child psychiatry at Roosevelt Hospital from 1949 to 1957: consu Child 
the Institute of Jazz Studies, Inc., from 1952 to 1957; consultant at Broadwood White 
Care Society from 1954 to 1958; and staff psychiatrist, Low Cost Series of W. ueo 
Institutes from 1949 to 1958. He is a lecturer at the William Alanson White AA cran 
Psychology, Psychiatry, and Psychoanalysis; consultant for the Bleuler Psycho! Vork, 
Group; and staff Psychiatrist, Psychiatric Clinic, Court of Special Sessions, no ee 
He is a Fellow of the American Psychiatric Association; a Fellow of the ROSE te 
Psychoanalysis; a member of the American Orthopsychiatric Association; a DUM of a 
(in Psychiatry) of the American Board of Neurology and Psychiatry; and a re iene 
number of other national and state professional and scientific societics. His publ s and 
include articles on Schizophrenia, psychiatric aspects of various physical diseases, 
Psychological disorders in blind children, 


In his interpersonal theory of psychiatry, Harry Stack Sullivan = 
tempted to organize psychoanalytic, psychobiological, and par m 
information in a description of patterns of human interaction and relate à 
ness, as precisely as he could and in explicit detail. He saw the psychiatris 
as a trained expert who participated in his patient’s experience, who € 
fully observed this participation, and who attempted to communica : 
what he noticed in a way that would be helpful to the patient. In qnie 
with the Freudian concept, with its emphasis on generalized and pee 
mined biological drives, Sullivan’s outlook focused on particular Me 
of interaction that occur between particular persons within a pubes 
milieu. This had nothing to do, in Sullivan's mind, with cultural hee 
biological factors; he simply chose to limit his field to the study of concrete 
experience occurring between living persons. 


SULLIVAN's THEORY OF PERSONALITY DEVELOPMENT 
Sullivan was outstandi 


n that human relatedn 
220 


" ] ic- 
ng in his persistent efforts to establish his i 
ess was the very core of character and personali y 
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He felt that it is only in this relation between separate persons that a 
human being could emerge and grow. In using the term self to refer to 
selective, organizing. and defensive aspects of the function of awareness 
in a person's growth and development, he meant it mostly in a narrow 
sense, The self referred to the organized experience of reflected appraisals 
by the significant other persons in the course of one’s life, for Sullivan used 
it as the ongoing self-conscious part of a person, participating and com- 
Jation with one or more other persons. 


municating at a particular time in re 
le person or to the 


In this regard, the self does not at all refer to the who 


essential character or identity of a person. 

. A person's consciousness of himself as an entity begins very early in his 
life, in the beginning personifications of infancy. This starts with the 
symbolic elaboration of infantile experience of body exploration and co- 
ordination, the beginning personification of what is later called me and 
mine. The term personification refers to the symbolic elaboration of organ- 
ized experience that leads to the anticipation of particular kinds of inter- 
Personal events; so the continuity of recall with foresight is part of the 


structure of what is implied by “me.” “mine,” and "I^ 


This process of personification back as the recall and 
anticipation of sucking one's thumb and feeling the thumb being sucked, 
and of the movements and kinesthetic sensations of eyes, hands, mouth, 

a feeling of independence 


feet, and so on, all of which are the beginning of 
and autonomy. The process is associated early with the beginning per- 
Sonifications of “good me,” “bad me." and “not me”; and these per- 
Sonifications, in turn, are further associated with personifications of the 
good mother" and “bad mother.” , 
The achievement of these personifications occurs during the develop- 
ment of language and other communicative behavior, and for Sullivan this 
marks the end of infancy, the beginning of childhood. The personified self 
Continues to develop and grow as the personifications of “me” and “we” 
are augmented by an increasingly rich and more complex body of experi- 
ence with the important persons in the child's life. The thrust of biological 
maturation, the eager play and curiosity; and the exciting responsiveness of 
the child to the world about him bring further and more rapid transitions 
in his personifications. Important additions occur early in this period sim- 
ply on the basis of whether the child is a boy oF 2 girl; and endorsement 
or scorn by the authority figures oí the child's behavior and activities 
greatly affects the enduring influence on the personified self. 
Other important additions occur in later childhood with the personifica- 


tion of playmate, in preadolescence with the personification of chum, and 


begins as far 
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in adolescence with the personification of preferred sexual partners. So far 
as these stages have been successful, the individual's growth continues with 
a deepening sense of respect for himself and for others and with a wider 
and more expansive relatedness to his fellow men and to the world about 
him. 

Expression in adult life is related to the unsolved conflicts and failures, 
as well as to the gratifying personifications and experience of infancy and 
childhood. However, Sullivan was very explicit in his concept that a man's 
life is never a closed System. Activities in adult life are also of great and, 
frequently, decisive importance; and opportunities and restrictions of the 
cultural milieu, as well as social conditions, play a significant role.! 

The importance of the adult's personal relations is well recognized, 
especially with one’s chosen mate, with one's selected friends, and with 
Coworkers on the job. Unresolved conflicts and failures that arise out of 
these relationships may, in predisposed persons, precipitate mental dis- 
order, as sometimes manifested by suicidal attempts. It is possible to de- 
fine specific areas of conflict and failure in infancy and childhood, but it is 
p difficult to state general stages or conditions for fulfillment in adult 
ife. 

All in all, Sullivan stressed the affirmation of life as it is lived in the 
human world. He recognized the desirability of knowing as much as pos- 
sible about the persons in one's life and of developing the capacity not 
only for loving but also for realizing the worth of those one loves. In 
contrast to this, suicide is usually a destructive activity and belongs in the 
category of hateful and hostile types of integration with other persons. 


COMPARISON WITH OTHER PSYCHOANALYTIC THEORIES 


Sullivan believed that the origins of the attitudes of patients were too 
complex for simple generalized formulation. Although he did formulate 
Observable patterns of events or interaction between the patient and other 
persons (including the patient's introspective reports of those events), from 
Which he derived his diagnostic syndromes, he postponed making genetic 
formulations, that is, formulations explaining how these predominant 
ees assume their dominant role. He postponed doing so i” 

sitters suc formulations would take a proper place in the work of a 
particular psychiatrist with a particular patient, without the intervention 


of i s : A 
preconceptions that might interfere with a more free and open explora 


* Sulli 
ullivan saw the i f 
Sas anxiety gradic y , ing or © 
Organizing new experi y gi nt as only one of several ways of learning 


p. 154] ence. He mentions trial and error and eduction as well [9 
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tion. It would be useful here to examine briefly how Sullivan's thinking 
on this matter differed from some of the more popular psychoanalytic 
theories about the origins of self-destructive urges. 

In 1917, Sigmund Freud wrote his classic paper “Mourning and Mel- 
ancholia" [3], in which he thus described the depressive process: A per- 
son's love relationship to another is first undermined by a real injury or 
disappointment; as a result of this, he identifies himself with the disap- 
pointing and now abandoned loved one, so part of his own ego comes to be 
regarded in a way equivalent to that of the abandoned loved one. Hence, 
the person is angry with himself instead of being angry with the loved 
one, depreciates himself instead of depreciating the loved one, and injures 
himself in place of the loved one. The type of person who succumbs to this 
behavior pattern was called by Freud narcissistic—incapable of mature 
love and fixated at an infantile, oral level of psychosexual development. In 
this connection, Freud explains the tendency to suicide in terms of the 
turning back on the ego of the person himself of his murderous sadistic 
feelings toward the hurtful, abandoning loved one. Later, in 1919-1920, 
Freud developed his death instinct theory a$ 2 more general formulation 
of instinctual activity, which included suicidal behavior [2]. 

, Karl Menninger [6], in 1938, followed Freud’s sound clinical observa- 
tions and similar findings of others in his description of the dynamics of 
Suicide. 

More recently, Sandor Rado [8] 
Rado describes the depressive episode i 
context, as a particular kind of emergency dyscontrol. He saya (p. 167): 
‘But there is one characteristic that sets aside true depression from the 
various forms of unrecognized atonement. This feature 15 the patient's 

ere stresses the combination 


non-reported fear of starvation..." Rado hi : 
of fearful self-contempt and violent rages that overwhelm these patients, 


which have their source in infantile attempts to conquer the “disappointing, 
breast” and which try to force an «ecstatically satisfying breast” to appear- 
From this point of view, suicide would be a miscarried attempt at destroy- 
ing the disappointing (breast-mother-loved) one, in the unwitting hope of 
gaining intoxicating satisfaction. It is Rado's belief that the depressive 


episode is initiated by a real or imagined loss, which is related to earlier 
real injury or loss. The patient’s reaction to this loss is an overwhelming 
One, and he is torn by coercive rage and guilty fear. The increasing guilty 
fear tends to split the defeated rage into a smaller part that is repressed 
and a larger part that becomes assimilated into the guilty fear itself. The 


*See also the discussion of this theory by Futterman, supra, chap. 12. 


proved Freud's theory? 


has critically im 
in an adaptational 


na person's life, 
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portion of the defeated rage that is assimilated into the guilty fear is the 
portion that is turned against the patient himself, as Freud described it, 
and is expressed in remorseful bouts of self-reproach and self-contempt. 
This exaggerated and intense emotional disturbance incapacitates the pa- 
tient and reduces him to the subjective state of a frightened and helpless 
young child. As a result of early infantile experiences of exaggerated fear 
of starvation on one hand and an orgiastic satiated engorgement on the 
other, the patient develops what he voices as fear of depletion or im- 
poverishment, 

The Sullivanian theory considers that a number of factors influence the 
drive toward suicide, Sullivan regarded the total experience of the self in 
its felt value as the organized aggregate of all the various developmental 
personifications in a person's life, both within and outside the field of 
conscious awareness. This aggregate is never fixed but evolves from ex- 
perience and is modified more or less in the course of a person's lifetime. 
The conscious part of the individual's experience, to which he refers by 
"L" “me,” and “my” in talking or thinking about himself, is very impor- 
tant, particularly from later childhood on, in establishing an adequate 
orientation to living. Though no single personification is a completely 
accurate description of an individual, the degree to which any personifica- 
tion is inadequate, false, and dissociated affects the degree to which the 
individual is handicapped for the process of living. 

In relation to this handicap, anxiety appears, which Sullivan viewed as 
the main factor in personality malfunctioning. He emphasized the trau- 
matic nature of severe anxiety, likening it to a blow on the head, and made 
it one of the central organizing principles of what could be consciously 
formulated by the individual. The organizing of experience directed at 
escaping anxiety was called by Sullivan the antianxiety system, or self 
System. The operations of the self system or antianxiety system were 
designated by Sullivan as Security operations, and these, he felt, tend to 
interfere with growth of Personality and openness to new experiences. 
However, in spite of this, many persons continue to develop, as explained 
in his Statement: «Tf they are fortunate, their growth goes on and OD; 
they observe, formulate, and validate more and more; and at the same 
time, their foresight continuously expands so that they can foresee their 
career line—not as it inevitably will be, but in terms of expectation and 
Probability, With perhaps Provisions for disappointment.” 

Sullivan felt that, in the case of the less fortunate, early experiences 
with others may have warped their appraisal of themselves and crippled 


their personality dynamisms Sufficiently to lead to very serious difficulties 
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in living, causing them to require expert professional help. There is no 
one-to-one correspondence between these earlier experiences and later men- 
tal disorders; in other words, Sullivan has no genetic model for a diag- 
nostic category. Like Adolf Meyer and others, he saw the personality as 
being in a continuous state of development or becoming of a person and 
considered the entire past of his life up to the present and foreseeable fu- 
ture as a significant influence in this development. Thus he describes vari- 
ous possibilities of predisposition for mental illness. 

Many other factors can contribute to anxiety and these arise from the 
Very conditions of human existence. Some of the most commonplace 
Drecipitating factors of anxiety are the birth of children, death in the 
family or among close associations, new responsibilities, and actual or po- 
tential violent separation from loved ones by war, accidents, or disease. 
Anxiety may also arise from repeated unfortunate experiences with per- 
Sons, other than the family, upon whom one is continuously dependent in 
Some way, such as school teachers, policemen, physicians, nurses, clergy- 


men, and others. 


Sullivan considers envy as directly related to anxiety and as arising 
from the desire to avoid the implications of anxiety, which are worthless- 
dividual consumed with 


ness and meaninglessness. That is to say, an in 

envy is a person who cannot find rest in his sense of worth, as seen in the 
case of A. S., and must always covet what others have, always seeking more 
and more, Sullivan discusses envious persons in the following terms [10, 
P. 130]: 

h rather small gifts but whose parents had ex- 
|t of which the smallness of their 
tion. With other envious people, 


Sometimes they are people wit 
Pected them to have larger gifts, as à rest 
gifts was brought very keenly to their atten B ) 
the lesson may take a different form. Instead of being taught directly by being 
E iven an irrational and 


Unsatisfactory to their parents’ ideals, they have been gi ; i 
extravagant picture of themselves as children and as very young juveniles. Then 


rom the beginning of the school era onward, they have constantly experienced 
approximate these extravagant 


the dissatisfaction of others with their attempt to : 

ideals that their parents gave them. .-- As a result the envious person comes to 
invest with importance all sorts of things that carry prestige or approval; he 
needs those things, he feels, to add to what he already has to demonstrate in the 
World, in order to be on an even footing with others. 


PATHOLOGICAL FACTORS IN INFLUENCING ATTEMPTS IN SUICIDE 
re or less deliberate self-destruc- 


Suicide may be defined as an act of mo 
chiatric nomenclature, regarded 


tion. Sullivan, in line with accepted PSY 
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suicide as an unfortunate eventuality possible in a variety of clinical 
entities. It is the author's belief that it may also occur as mature be- 
havior. This is exemplified by Socrates’ decision to kill himself by taking 
the hemlock, thus carrying out the sentence of his society rather than 
taking advantage of the opportunity afforded him by his devoted dis- 
ciples to escape into exile. However, the term suicide is usually not used 
to imply some heroic act of self-destruction, perpetrated in order to pre- 
Serve certain values of a situation of greater importance to the suicidal 
person than the survival of his own life. The previous point is meant only 
to call attention to the complexity and diversity implicit in the phe- 
nomenon of the drive toward self-destruction. It is as impossible to set 
forth a theory of suicide as it would be to set forth a theory of murder, 
which in many parts of the world is not an uncommon phenomenon. 
Murders and suicides are committed by persons for a variety of reasons, 
and it would be meaningless to attempt to explain this complex diversity by 
a single theory. Nevertheless, certain generalizations can be made. 

It is well recognized that one of the predispositions for suicide that 
especially concerns the psychiatrist is that caused by the depressive syn- 
drome, which may manifest itself in depressive psychosis, manic depres- 
sive psychosis,? neurotic depressive reaction, or involutional agitated de- 
Pression. When he has reached this stage, the person has come to be 
extremely preoccupied with self-depreciating rumination and very re- 
Stricted in his thought and activity, and yet he communicates in some 
way his intention to destroy himself. a 

This syndrome must be differentiated from the less malignant neurotic 
Conditions, which induce grown-up persons childishly and spitefully to 
threaten to kill themselves, as a kind of emotional blackmail, in order to 
avoid an unpleasant situation. Such persons can be effectively treated by 
firm management, as has recently been illustrated by three army PSY" 
chiatrists [7]. These Psychiatrists separated out a group of patients who 
had either threatened or actually attempted suicide, choosing those show- 
Ing no evidence of depression or psychotic confusion. These patients were 
then told that their various demands (for transfer, light duty, discharge: 
hospitalization) would not be granted. Furthermore they were told that 


3 - 
xad nin Several psychiatrists who had been associated with Sullivan and Did 

ADDE, at Chestnut Lodge described two very interesting research projects t 
manic depressive Psychosis, one of which identified the crucial period for developmen 
€ Process of interpersonal relationships [1]; the other describe 


of the psychosis in th 
the kind of family background and early life experiences found in the manic depressive 


Patient [3]. 
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no one would stop them if they wanted to kill themselves, but such an 
act, if successful, would be punished by revoking al) material peneits ta 
their respective families and, if unsuccessful, would be punished by court 
martial for all of them. This was told to the patients without any hostility 
on the part of the psychiatrist, and none of the patients was hospitalized. 
In the follow-up, it was found that there was only one suicide committed 
among the 75 suicidal patients. 

In a review of the available data on atte 
Dr. James M. A. Weiss [11] demonstrates the usefulness of separating at- 
tempted suicides into at least three main groups: aborted successful sui- 
cides, true suicidal attempts, and suicidal gestures. Persons in the first 
group seriously attempt to destroy themselves and would successfully do 
so if their efforts were not interrupted by a chance event, fortunate medi- 
Cal care, or some ignorance or ineptitude on their part. In contrast to the 
Suicidal gesture, the aborted successful suicide is intended to accomplish 
the aim of the suicidal person by means of killing himself. This is usually 
done to hurt someone else, mate, parents, sweetheart, or some other person, 
as has been noted in psychoanalytic studies on the subject. At the same 
time, as a number of writers have pointed out, there is included in most 
suicidal attempts an implicit or overt cry for help, not necessarily corre- 
lated with any particular mental state or personality pattern. The sui- 
cidal act does. shock and arouse the compassionate interest of those who 
are touched by it, whether it be friends, family, doctor, or strangers; and 
the foreknowledge of this compassion is an important factor In the patient's 
drive toward suicide. He knows that, if he lives, he will be hospitalized 
and some attempt will be made to help him; if he dies, those who witness 


the tragedy will feel sorry for him. ; f 

Persons in the second group (the true suicidal attempt) are not seri- 
ously determined to destroy themselves, but they knowingly risk the proba- 
bility of destruction in a desperate gamble for some stake, hoping to win 
and live in spite of the danger involved. An example is the case of a woman 
who tried to commit suicide by turning 0? the gas, hoping that her hus- 
band would arrive home at his usual time. She knowingly risked the dan- 
ger that he might be delayed and that she might consequently die, but she 
Was desperate to allay his anger; which was quite justified, and to gratify 


her wish for dependent support. 

Persons in the third group (the suicidal 
Ber in making their gesture, as exemplified byo 
announced his wish to kill himself and then drà 
water out of a bottle labeled “Jodine.” This Jsi ndi 


mpted and successful suicides, 


gesture) try to avoid any dan- 
ne man who dramatically 
nk a quantity of colored 
eems to be more 


228 The Psychotherapeutic Response to the Cry for Help 


or less similar to the military patients described previously, who were 
characterized by the attempted use of blackmail or some other way of 
influencing others in order to accomplish some conscious evasion or ex- 
ploitation. 


MANAGEMENT OF ATTEMPTED SUICIDES 


The suicidal gestures of persons suffering from obsessional neurosis 
deserve special consideration. Obsessional neurosis, both as symptom 
neurosis and character neurosis, may not necessarily be part of the de- 
pressive syndrome, except that it predisposes to it. Obsessional neurosis 
predisposes to the depressive syndrome by reason of the illusory type of 
interpersonal relation maintained and the actual interpersonal distance 
maintained, which lead to the consequence of a considerable waste of 
human life. Marginal insight into this fact may precipitate the depressive 
syndrome in a person. 

In describing his procedure for dealing with the suicidal threats that 
may occur during the course of psychiatric treatment of a patient with 
obsessional neurosis, Sullivan had the following to say [10, pp. 257-259]: 


Fear of committing suicide is sometimes one of the really impressive fears oF 
Phobias in the Presenting picture of an obsessional neurotic. As soon as I have 
convinced myself that there is a pretty stable obsessional state rather than an 
indefinite obsessional schizoid condition, it is my practice to treat this fear very 
roughly—to just assume that there is practically no danger. This is partly à de- 
rivative of my feeling that to take such a thing seriously is a collaboration in the 


Psychosis, you might say, and that it is never very profitable to give it much 
respect... . 


Sullivan did not minimize the danger here but believed that with this, 
as with other obsessional symptoms, the therapist must be direct and force- 
ful rather than let himself be engaged in a seesaw of obsessional maneuver- 
ing and countermaneuvering, at which the patient is more practiced and 
skilled. In relation to the reactive depression that occurs in a person with 
obsessional neurosis, Sullivan goes on to say [10, p. 269]: 


So far as suicide in such a situation is concerned, if the environment just gets 
up and leaves—won’t have any—I assume the self-destruction is not likely t9 
occur. Thus when T have encountered vigorous threats of suicide in retaliation 
for my brutality to obsessional neurotics, I have usually taken these threats 3S 
merely an invitation to real brutality. For instance, I have asked such patients 


to do it somewhere, if possible, where it won't put me to great awkwardness In 
getting somebody to remove the results. 
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Ns e e point with one of my own cases. A young doctor, 
nid : suffering from obsessional neurosis, came with a complaint of 
dero x: - of apprehension and inadequacy in spite of his brilliant 
dieti n e course of his treatment, he arrived at a point where his 
is e iose assumptions of special privilege, rationalized by symp- 
ei ear and tension, were questioned. When he retaliated by threat- 

Ing to jump out of the fourth-floor window of the office, he was told 
quite directly that he would get the hell beaten out of him if he made such 


a mess in front of the office building. This was said to him in a very angry 


oice, with complete conviction; and the difficult, tedious course of therapy 
discussion about suicide. 


conti ; SOME" 5 
pere without being sidetracked into a 
eedless to say, diagnostic acumen is a very important factor in the 


t : p 

AN of these patients. Measures as just described cannot always be 

ndertaken safely with obsessional persons who are bordering on a state of 
hem so roughly it must be 


ie psychosis. Before treating t ) 
n with certainty that there is not a schizophrenic element present. 
The risk of successful suicide in persons with beginning schizophrenia is 
Only second to the risk in those recovering from agitated depressions. 
Moreover, as Clara Thompson has pointed out in a discussion of Sullivan’s 
attitude,‘ there is often no warning at all of the suicidal drive or attempt 
in the course of treating patients with beginning schizophrenia. 
d Of course, Sullivan was not insensitive to the genuine pain, despair, and 
anger experienced by obsessional persons. On this point he wrote [10, 
P. 269]: n 
enies the possibility of 
these objects or making up for them, 
difference does it make whether I kill 
t is usually the origin of statements 


y : 
When a person is attached to unreal love objects and d 


TA actually available ever equaling 
ii umm ie he might feel, “What if 
about or not?” .. but I do not think that i 

suicide made by obsessional neurotics. 


oach to the danger of suicide in the 


ee contrast with Sullivan’s app" s : 
sessional neurotic, his approach to this problem in the manic depressive 
and persons with other depressive psychoses was made very gingerly. He 

and appropriate thera- 


Seared his approach to his notion of the dynamisms H 
es. He saw the depressive person 


Deutic interventions for the particular stat 
as follows [10, p- 297]: 


asa " 
very destructive force, and he wrote 
observations to any extent, an 


must suffer from the 
the depressives; and 


P Although I have not been able to document my 
aqually important surmise I would make is that other people 
Pression... As I have said before, very little goes 0 Hn 
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whatever does go on is not responsive to any intelligent approach on the part of 
the psychiatrist to find out who is the target of his destructiveness, for all that 
is outside the patient's awareness. Yet all my observations indicate quite con- 
clusively that the depressive always hits the target and usually does this, un- 
happily, by self-destruction... that a particular person who was a destructive 
influence in the patient's past is the target of the patient's. self-destruction. 
The intention is that the person shall suffer the rest of his life because the pa- 
tient has destroyed himself. 


The seriously depressed patient requires hospitalization and protection 
from himself until he can become a viable prospect for psychotherapeutic 
intervention. The point at which he can be considered amenable, however, 
is difficult to ascertain exactly. It occurs as a working relationship is ex- 
perienced with the patient, in which explanatory interpretations by the 
Psychiatrist and responses on the part of the patient are felt meaningfully 
by the patient. That is to say, it occurs when greater clarity and produc- 
tivity of participation in this exploratory relationship has been achieved 
on both sides. Improved activity and social appearance of the patient usu- 
ally come about, but although these are valuable indices of progress, they 
are insufficient in themselves and custodial protection may continue to be 
necessary. The period of custodial protection can be shortened by various 
forms of physiological and chemical treatment, though some of these 
methods have serious disadvantages. It must be borne in mind, once 
psychotherapy is started, that it is very important to judge the transition 
point very critically, because during the early stages of recovery, as is well 
known, the risk of Successful suicide is greatest. , 

Sullivan was pessimistic about the possibility of successfully initiating 
psychotherapy with very depressed patients, and especially with those 
diagnosed as manic depressive psychotics. This pessimism was based 0? 
his own Personal, self-confessed difficulty in reaching the self of these pê- 


tients and understanding the psychogenesis of their psychoses. On d 
point, he said [10, Pp. 301, 303]: 


In the agitated depression I cannot get anywhere near either the self or what- 
ver threatens the self, because of the impregnably depressive content. .. . I must 
simply accept the fact that the manic-depressive remains a mystery to me---* 
That does not mean I value them less as examples of human beings or as ie 
important tributaries to the sum total of our knowledge of the governing limita" 
tions of human personality—which are insignificant compared with the magnifi- 
cent possibilities of human personality. It means merely that I have discovered, 


from Previous tests of myself as an investigative instrument, my own limitations 
for learning something about my fellows. 
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In this connection, it is interesting to note Sullivan's observations that 
even psychiatrists, if they are manic depressive, who may have many 
years of training and successfully go through a prolonged course of psycho- 
analysis, will still commit suicide subsequently, though usually not until 
they have had treatment with a colleague and arranged the suicide so that 
that colleague will presumably suffer from the event. 

Frieda Fromm-Reichmann, a colleague and close friend of Sullivan for 
many years, was more optimistic about reaching depressed persons. In re- 


gard to these patients, she said |4, pp- 198 Ei 


These hostile impulses are frequently within the patient's awareness, as in the 
case of the depressed patient who said to his psychiatrist that he would have liked 
to kill himself if only he could have been sure that it would matter to the 
doctor, 


Fromm-Reichmann stresses the importance of inquiring into the un- 
happiness, despair, and hopelessness of these patients, along with the at- 
tempt to bring into their awareness the destructive tendencies they har- 
bored against others. She warns the psychiatrist here to pay close attention 
to his own attitudes and to the stake of prestige in the patient’s survival 
and urges him to remind the patient that no other person, not even the 
Psychiatrist, can carry the total burden of responsibility for the self- 
induced death of a patient. She also advises the psychiatrist to point out, 
early in the course of treatment, the wasteful futility of beginning any 
Psychiatric therapy with the reservation of an escape into suicide. d 
urally, she cautions, the psychiatrist should not share with his pate the 
conventional prejudice that merely thinking of suicide, or contemplating 


the act, is a shameful, reprehensible thing in itself. 


THE CASE OF MR. A. S. 

of the patient under discussion. A. S. 
ted with himself and his father and 
"s ambitions and exaggerated expecta- 
ssive controlling woman, 


. This brings us to a consideration 
* a dutiful mama's boy, disappoin 
id hard to live up to his mother 
lons. Havin n ‘lized b this posse 

g become infantilized by ] n z i 
he tried to be important through his identification with her and her ideal. 


He was rai ful controls that she never even 
S rai owerfu ada 
ised by her under such P in order to maintain discipline. 


needed to ica nishment ; 
Ne pn art survived the subtle o ders by 
his mother seemed to have found some expression in fist ki ts es is 
Peers and in some rather warm, though not highly esteemed, s 5 : EO 
ences with his father. During his adolescence, he continually trie 
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achieve self-esteem by going out only with the most popular girls and 
refusing to be interested in any others, by jealously craving what others 
had, and by thinking of himself as belonging only in the top echelon of his 
classes at school. . 

A. S. was fortunate in meeting a girl of ambiguous social position, who 
was probably much more appreciative of his attentions than some of the 
other girls he might have dated. In this relationship, he was possibly as 
close as he ever came to really being capable of loving anyone. He was 
able to have successful sexual intercourse with this girl and even to plan 
on marriage. However, he must have known all the time that his mother 
would fight this, which, of course, she did. 

Following this episode, the long-postponed struggle for independence 
and affirmation against his mother began, but he was no match for it, 
although he tried. He quit school and joined the army, but the ra 
to his parents remained the same; he thought about eloping with the gi" 
but was over-whelmed by his old infantile feelings of futility and helpless- 
ness ("a doomed feeling”). He achieved status and authority in the army 
but could never muster up courage to stand up to his parents. He fell in 
love with another girl whose family wanted to adopt him; but a iem 
weeks after he was home for a visit, this shallow relationship was = 
Tupted by the old struggle: blame for his parents and himself, a feeling © 
smallness and inferiority, and increasing anxiety. 

; r 

Then A. S. tried desperately to destroy his infantile ties to his mothe 
by running away to a foreign country, and this attempt, of course, also 
failed. He wanted desperately to free himself but was helpless to know 
what to free himself for. He craved “understanding” from home (mother), 
but he grew increasingly helpless, moneyless, and depressed (depletion 
and impoverishment) 

The hostility of A. S. toward his mother is clear from his history; SO ae 
his fear and dependency. The sense of infantile hunger emergency pc 
Rado described might be expressed in this case by the patient's wish 
à malted milk, which he credited with saving his life. His was not merely 


bos : : ly 
a suicidal gesture: it was a serious attempt at suicide, although fortunate’) 
aborted, 


The case of A. S. br 
with a similar history 
was seen by the write 
This man had a long 
cold, demanding moth 
was made by his inte 
apprehension that fol 


ings to mind a similar case, that of a Negro Spe 
; Who did succeed in committing suicide and We 
T for a short period before the unfortunate ui 
history of lonely, dutiful submission to a detache 1 
er and later to a rigid, dominating wife. The referra 
Tnist because of his overt feelings of depression a” 

lowed a subtotal gastric resection for a severe Ulcer- 
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Tn the course of treatment, the patient realized that this depressive feeling 
dated back to a much earlier time in his life than he had been aware. 
However, he also complained frequently of being constantly taken advan- 
tage of by his employers. Gradually, it became evident that the patient 
was overwhelmingly burdening himself with the very work he was com- 
plaining of and was practically inviting the exploitation that he was suf- 
fering. Subsequently, the patient found, to his surprise, that he could turn 
over much of his work to assistants, secretaries, and others, with the com- 
plete approval of his employer. He seemed to improve, but unfortunately 
at this stage the treatment was interrupted by illness of the psychiatrist. 
After the therapist’s recovery, the patient did nothing to resume treatment, 
though he complained to his family physician about feeling dizzy and 
Confused. He did not speak of suicide then; neither had he threatened 
Suicide at any time during the course of his treatment. One morning he 
Simply shot himself in the head. In reviewing the case it seemed possible 
that the patient's success in freeing himself from the boss’s domination and 
exploitation might have confronted him with his own humiliating depend- 
ene cravings and destructive rage. In addition, the burden of responsi- 
bility for his isolation from his peers and his family gained during the 
Course of treatment must have become intolerable in the face of the tem- 
Porary insecurity and disappointment with his psychiatrist. The early oral 
Cravings, similar to those described by Rado, may have played some part 
' bringing on the patient's ulcer. His wife later reported that the patient 
had been so withdrawn from her and her family for so many years and so 
vain and demanding that, although she was upset over the tragedy, she 
Could not grieve for him. Instead, she felt hurt and angry (justifiably so) 
at this last display of the petty rage that had so frequently burdened their 
relationship. She added that before the suicide she had been afraid to get 
in touch with the psychiatrist (myself) because of her husband's SRUERS 
agitation over anything that might have been construed as interference on 
her part with anything that he was interested in. She revealed that the 
Patient had openly despised his own father for his weakness and depend- 
€ncy and said on several occasions that he would shoot himself if he ever 


came like his father. z i 

The passive oral a of both this patient and A. S. are in line with 
the psychodynamics described by Freud, Fenichel, Menninger, Rado, and 
other psychoanalysts. In my opinion, R ation, more than that 
St any of the others, would be more nearly compatible, although not en- 
Urely so, with what Sullivan might have formulated about A. S. However, 
rather than speculations about Sullivan’s thinking, what follows are my 


own i i 
wn impressions of the case. 


ado's formul 
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First of all, by calling A. S. passive, it is not meant that he was a ae 
weak person, unable to do anything for himself. As a matter of fact, — 
other things, this boy fought other boys; he strove after the most pop ^w 
and attractive girls in school; he courted a girl of his own choice more 
less successfully; and he was an aggressive executive, ET te 
officer in the army. His passivity lay in the crucial relationship wit à 
mother, wherein he and she were so integrated that the relationship = 
dominated overwhelmingly by her need to be exclusively necessary to " 
well-being and existence, to live vicariously through him, and to —— 
the integration of the mother-infant son relationship into his chronolog 
cally adult life. : 

This aspect of the mother's personality was manifested by her behavior 
on visiting A. S. in the hospital. . w— 

In using the word oral (with regard to the trend of this patient , E 
mechanisms like fixation or regression of libido were meant. This boy ee 
able to have sexual intercourse, but he was not able to develop any ipe 
of worth as a person in his own right. He was as dependent on others hm 
self-regard as a baby is for the food that is given him. This factor of u a4 
dependency was maintained in the pathological relationship ‘he had qom 
his mother, and this is the problem that would have to be faced in 
course of any therapeutic intervention. 


THERAPEUTIC IMPLICATIONS 


This patient would probably need to maintain a testing papi 
with his therapist for a very long time before he would really dare to si 
to relish his own powers and capacities for living and loving. In the a to 
of this development, he might repeatedly try to imitate his therapist, E 
imagine himself to be the person his therapist is, and to worship him; nd 
this as a kind of substitution for developing regard for his own powers iui 
capabilities. The effort to imitate his therapist might also be necessary ad 
a compensation for the deficiency in his identification with his father, viri 
hence it might have a kind of educative function in his maturation. ui 
ever, even this early stage of development in the psychotherapeutic tre 
ment may take a long time in coming to clear confrontation. tab- 

In summing up, the treatment of A. S. should be aimed at first es 5 
lishing a working relationship with him; he has to recover enough yr 
his depression to be responsive to his psychiatrist’s efforts to help i 
collaborate in the treatment. In this collaboration, he may at first al 
roneously think that he is finding the “understanding,” the Ln 
breast.” However, this transference can help prepare the way for a He 
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oe cues and insight into his relationship with his parents and with 
gnificant persons in his life. 
us T participation-obser 
ime rim es resources, which are actually more than adequate, for liv- 
ties df 1 ae more mature level of interpersonal relationships. Hence, 
pe Ang despising his own “small” efforts and looking for illusory or 
tie wo esteem by dependency on his mother and identification with 
ne the select group, the most popular girls, and so on, he can 
of his ii real ego strength. This strength will come from the recognition 
Bes cm men his dissociated infantile conflicts, and the true nature of 
Pria uring relationships that he has participated in throughout his life. 
edis E collaboration, the psychiatrist can share in the patient's feel- 
‘without oneliness and despair without confirming his hopelessness and 
xn, colluding in his magical expectations. The prognosis, however, 
ths vac guarded, for the danger of suicide can only be minimized by 
ad ove-stated precautions. Indeed, the prognosis with all suicidal cases 
ei remain guarded until the crucial point is reached in which the in- 
ghts gained in therapy are worked through and integrated by the patient 


E e 
O he can achieve fulfillment in his daily living. 


vation with the psychiatrist, he 
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In its most comprehensive sense, neurosis, which includes most suicides, 
represents a failure in social as well as in individual growth. In its most 
particular sense, suicide, from the Horney point of view, represents a fail- 
ure of development of the self. Nowadays no one disputes the fact that 
"No man is an island entire unto himself." In truth, he cannot be an 
island because his growth requires many hands and many hearts. Human 
growth is the outcome of an exquisitely continuous integration of so CX 
tensive, so intricate, and so delicate an array of processes that it strikes US 
as marvelous and at the same time fills us with deep reassurance. It 15 
marvelous that it has come to pass at all. 

Ordinarily we take the term suicide to mean the total self-destruction 
of the individual. Statistics tabulate only obvious and violent suicides: 
Actually, these are quite few compared with the numbers of persons who 
live out their full Span and never experience the growth that results from 
an outwardly extending inner development. These, perhaps, should also 
be considered suicides, though they are much more insidious forms. For 
example, severely psychotic persons, with the least development of self, 


ea the nearest to being the living dead. The chronic alcoholic who dies 
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of cirrhosis of the liver and the drug addict who dies of septicemia might 
be considered similarly. No one labels it suicide if an accident-prone person 
has died of an accident, but how much of accident-proneness actually 
represents an incomplete development of self growth and thus, intrinsically, 
a suicide? 

According to Horney, man is not born with innate destructive tend- 
encies as Freudian and other doctrines (notion of original sin) specify. 
This is a confusion that probably stems from the biological-physiological 
Processes of anabolism-catabolism and the attempt to analogize on the 
basis of these. The validity of the analogy is yet to be conclusively dem- 
onstrated. A similar confusion has been introduced from Darwin’s theory, 
the survival of the fittest. I believe that this notion was transplanted into 
the theory of social development in such a way as to rationalize and justify 
ruthless competitiveness and man’s brutality toward man as not only de- 
sirable but essential. In other words, if man cannot succeed, then he must 
Capitulate to others and depend on them for his survival. . 

To discuss suicide from the Horney point of view, one must consider the 
development of neurosis, for the two spring from the same sources. As à 


eginning, it is helpful to consider the similarities appearing between 
suicide and certain neurotically 


Certain cultural patterns that culminate in : 

eld patterns that also culminate in suicide. If the self had obtained a 
Central position within a given culture, then it would follow that such a 
Practice as, for example, suttee would not have been permitted in India. 
It would also follow that the Japanese could not favor hara-kiri or espouse 
the kamikaze practice of World War II. In these societies, the self is con- 
Sidered to be an adjunct to, and subordinated to, the cultural standards 
and other deeply rooted systems of tradition. In nondemocratic cultures 
and nondemocratic religious sects an individual is regarded as an agent of 
Some greater power than his own self. This dependency requires of him A 
Constant attentiveness to the outer world, so he becomes inordinately 
attuned to it. This subordinated self resembles what we observe in the 
Neurotic person who has come to experience himself merely as an instru- 
Mentality dependent on the play of outer forces for his movement and 


Contro], 
note that various religions (Ca- 


In thi ; - 
1 this connection it is significant to M 
Molicism, etc.) as well as other systematized orders (British aia 
ave made it a sin or crime to commit suicide. But this 1s of dubious mean 
QE When seen from the viewpoint of selí-growth. In Basle, à Ere : 
© property of : if one destroys himse!t he is deprivin 
aka eei s t is a soldier of Christ who 


€ š 
€ king. In the Catholic system, the adheren 
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is forever in its service. It is therefore a disservice to God to leave it until 
He permits its occurrence. The notion of the self as being primarily re- 
sponsible to itself and for itself has no place in any of these systems. But 
clearly in this sort of an organization a person who conformed would be 
deterred from suicide until he was “ordered” by his king or taken by his 
God. Since the Catholic position enjoins the penalty of excommunication 
for suicide, the bargain is eternal damnation for the sake of temporary 
relief. The suicide rate is quite low among confirmed Catholics. A desirable 


goal is achieved by a means that leaves much to be explored in terms of 
the implications for the development of the self. 


According to the Horney theory, 
in the infant. This form of depende 
the natural dependency that char 
tween the mother and her child 
creasing areas of mutually stim 
ferentiation of a self in the infa 


neurotic dependency has its beginnings 
ncy is to be clearly distinguished from 
acterizes the optimal relationship be- 
, in which the relationship produces in- 
ulating and satisfying contact. The dif- 
nt is an expression of this kind of a rela- 


cause of her own insecurities she provides 
patterns of contradiction, lack of interest, 


a process 
th of the child’s 


perior. He usually 
the parents inad- 
the child can then 
EE turn, can be even more 
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devastating, for the child entrenches his superiority feeling by making it 
an overt operating procedure. 

Another phase of neurotic growth occurs if contradictory demands are 
constantly made upon the child. These generate anxiety that the child 
may master by learning to juggle the demands so he can satisfy them 
all. If he is successful, he may develop further superior feelings. If not, 
he finds himself constantly with the feeling of being torn within himself. 
These children frequently experience nightmares. Epilepsy may intervene, 
and other symptoms will become manifest, depending on these conflicts. 

The next phase occurs when the child organizes and embellishes his 
feelings of superiority with all kinds of powers. 'This happens largely in 
fantasy, though it sometimes occurs with deeds as well. This is the final 
phase, the formation of the idealized self, in which the person has formalized 
his concepts of himself and which he now also expects others to recognize. 

hen he lives up to his own self picture, he feels just fine. The extreme of 
Such a state is found in the manic psychotic. 

By the time anyone comes to this stage of development he has drifted 
far away from the development of the self. This general separatedness, 
this disparity between the development of the idealized self and the now 
more or less undeveloped real self, Horney called the alienation of the self. 
This alienation is extremely important in connection with suicide. In 
8taphic terms it is like a no man’s land where events can happen in 
isolation that can determine the course of the entire struggle. A sudden 
impulse of self-hatred in a framework of severe alienation can contribute 
markedly to the outcome of suicide. It is as if the self-protecting patrols 
are too Scattered in the field to prevent a small but intense spark of self- 


NA from igniting the whole ammunition supply, which then destroys 
Wervthing. What va ave conveying here is the shift in the balance of 
Power in what Horney calls “the cruel and murderous battle." 

e question may arise: Why do feelings of self-hatred appear in a 
Person who js living on the basis of idealized, self-glorifying operations? 
k Parr is that self-hatred is developed as a strategem on the part 

. the idealized self in order to effect its own ends in as immediate and 
direct a way as possible. “When trying to account for its (hatred) depth, 
we must realize the rage of (he proud self (idealized self) for feeling 

umiliated and held down at every step by the (actual) self” [1]. Horney 
emphasized the fact that, in the end, the idealized or glorified self is still 
pendent on the self for its maintenance and support. She quotes one of 
€T patients as saying, “The only difficulty I have is reality." The patient 
Who said this came close to partial self-destruction when she had a sudden 
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impulse to gouge out her eyes. The woman had made a premature con- 
nection with the fact that what she was doing was not only doomed to 
failure but absolutely ludicrous as well. Her hatred of herself was intense. 
Convinced that what she could not see could not hurt her, she directed 
her assault upon her eyes. . 

Many phobias may be understood as a flaring up of self-hatred, which 
then serves various functions. It was noted previously that self-hatred 
is a strategem as well as a means of punishment. The idealized self uses 
it as a strategem both to intimidate the self into carrying out its ends at 
almost any cost and to keep itself from being subjected to renewed evidences 
of its inadequacy. This it does by threatening the self with hate and with 
destruction. A patient who worked in a brewery had to quit his job 
because of intense fears. Actually, he had suffered a severe dressing down, 
which he had no way of avenging. The phobia then provided him with a 
way of getting out of the job and, incidentally, of staying alive. 

Sometimes, however, if the intensity (and vindictiveness) of the self- 
hatred is great and the Possibility of its discharge nonexistent, and if the 


person has an extensive alienation from his self, suicide can ensue, some- 


times by design, sometimes by accident. One patient in a fit of panic drove 


his fist through a pane of glass and severed his radial artery, so he almost 
bled to death. Another patient kicked at his reflection in a mirror and 
knocked the whole thing on his head, causing himself severe cuts and 
contusions. Another drove his Car into a tree, too late to stop it when 
Some awareness of his actions came into being. In the phobias the self 
saves itself by avoiding those areas where the idealized self might be 
reminded of its defects, 


» So total destruction is the oute l 
R : : ome. In the nove 
by Oscar Wilde, The Picture of Gray, the author describes what 
is actually the battle between the glorified and the despised selves. The 
hero stabs at the portrait, as if i ; 
mortality (his humanness) despised self. Similarly, 
certain patients complain of being eternally bored. But if one looks 
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underneath, one finds in them a seething cauldron of hate, hate at the 
world for not recognizing them as well as hate at the self for not getting 
them this recognition. In therapy, this may appear in the form of hate 
for the doctor for not giving them fast and painless answers for their 
"problems." Such problems may range from getting them a husband with 
certain qualifications to guaranteeing them that they will never experience 
feelings of unreality or of anxiety again. What the patient is really de- 
manding is that the doctor relieve the prized idealized self of any indig- 
nities or evidences of inadequacies. Thus, the female patient will deplore 
not being married by the time she is thirty, and the male patient will 
bewail his lack of achievement. Homosexual patients fear losing their 
Partners. It is a fairly common occurrence in our culture for the remain- 
Ing partner in — relationship to follow suit in the event of the 
Other's death, The suicide is caused by the resurgence of deep feelings 
of self-hatred, which could be kept in check only as long as the other 
Partner was available to fill the gaps within his own being. The person 
' question could know himself only as the agent of an outer relatedness 
With his partner; all else had no meaning for him. 
aoe would also classify many feats of daring E — 
€ heading ; -des tive moves. In these cases it is as 
it the ee «di uu oria toys with the self, disport- 
self, g 


M8 as one would with an object. The idealized self enjoys the spectacle 
through as it tries to respond 


: hd and danger that the poor self goes it asd achat 
nordinate demands. These patients feel that unless ma self an others 
are exposed to daredevil escapades and thrills, life is meaningless. An 
engineer patient with numerous phobias, who had mentioned suicide often, 
extolled the courage of the man who had killed himself while playing 
Russian roulette, His feeling was that, if he could be as brave as this man, 
€ would no longer have to be an analytic patient. This kind of develop- 
"ea occurs in those persons whose lives have become increasingly boring 

C empty, 
In her — article, “A Psychoanalytic Understanding of Suicide,” 
Elizabeth Kilpatiiek [4] postulates that there are three main underlying 
actors that prompt the suicidal act. These are hopelessness, alienation, 
and suffering. I agree that all these factors do operate in all suicides, and 
add one or more additional factors to be considered. One is the concept 
Horney postulated, the search for glory, à concept I believe to be one 
Of the most important of the factors described by Dr. Kilpatrick. The 
Search for glory is diametrically opposed to the development of the self. 
€ emphasis in our culture of “what’s in it for me" usually means “what 
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is in this or that which can further my cause toward glory?" Its relation- 
ship to previously discussed material is seen in the fact that boredom. is 
quickly experienced by such persons when nothing is happening to gratify 
this search for glory, and thrill seeking may be resorted to in order to 
obtain a feeling of high excitement and feed the glory-seeking self. It 
might be speculated that much of the abracadabra of certain religious and 
political organizations owe their appeal to this same search for glory, in 
which their activity is made to pass for reality. Intriguing as these notions 
might be, they are beyond the scope of this presentation, except to suggest 
my feeling that this search for glory probably lies at the basis of many 
of the social ills that beset man today. 

Another factor that makes the search for glory pertinent in the con- 
sideration of suicide is that suicide often results when the individual sets 
out on this search alone and ends up foiled and frustrated. One is im- 
pressed by the solitary quality of persons who have committed suicide. It 
Seems significant that persons who band together to make the achieve- 


ment of glory a common goal are less likely to commit suicide when the 
project fails. And suicide is seldom 


attached their dream of 
There is fresh strength 
gether, even though the 
toward the glorious but false heights. 


on. 
Sometimes we find a curious contradict: 


] r ion in these persons. They show 
a mixture of what is obvious deterioration and self-neglect, and at the 
glect, 


1 hey aj 1 urface, quite cheerful. What we 
might be witnessing here is a dual development. The idealized self is 
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the court buffoon who was required to eat by the king even though he 
were to become nauseated. He dared not regurgitate, for it would bring 
on even more painful feelings of self-hate. As his analysis got under way, 
he left his homosexual partner with whom he had conducted a relationship 
in which some kind of seli-preservation had been possible. He moved down 
to the Bowery and lived in isolation in a flop house. He gradually became 
more and more inaccessible in the sessions. Shortly, I was told that the 
patient was at the hospital, having attempted suicide by cutting his wrists. 
Subsequent follow-through revealed that the patient had had a flash of 
awareness just prior to the suicidal act in which he had seen himself 
undergoing what he himself had labeled a cynical deterioration. Un- 
fortunately, this awareness was a premature one. These are some of the 
dangers to be guarded against in analyzing a patient. The patient had 
Used this piece of awareness against his self rather than in behalf of it. He 
had heaped new insult upon himself. The suicidal act was the outcome 
of a sudden flash of rage against himself. In fact, as soon as he had done 
It, the patient, on seeing as he said, “the flowing of the redness,” was 
recalled to his senses and at once took the necessary steps to stop the 
bleeding and took himself to the hospital for treatment. This event marked 
à turning point in his growth, for the “flowing of the redness” symbol of 
living never left him again. 

The patient in this case, A. S., draws our atte 
self-destruction that merits mention. It is important because it is both 
unobtrusive and widespread. Horney found that a person can “silently 
but actively collaborate toward his own moral deterioration.” It stems 
Partly out of the general widening of the rift between the idealized self 


and the self (alienation), but it is also coupled with an active interest 
within integrity. Integrity comes to be 


jw that person that is set against i à 
oked upon as an expression of weakness, à stupid self-presentation that 
s a quality to be cultivated. 


ames open to attack and ridicule. Cynicism is t 1 
patients, if they could put their feelings into print, would, indeed, 
make Machiavelli appear a rank amateur. The chief difficulty arises be- 
Cause the object of their cynicism is not the outer world but their own 
Selves. It is bad enough if the self is made to suffer incidentally to all the 
Neurotic processes described, but it is far more crippling if the self be- 
Comes the target for the output of cynical distortion and devaluation. 
a this point we have described two of the main forms of relatedness of 
noire gs orientation to life, i.e., the despotic or authoritarian, which 
third es aggressiveness, and the self-abnegating. Horney also described a 
mode of relating, which she called the resigned orientation. These 


ntion to another form of 
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persons deny the self, and the very process becomes a way of living with 
which these persons present themselves to the outer world. These persons 
cannot endure expressions of any feelings, for this gives the lie to the 
pervasive muting of their being. They have no goal except to shrink the 
self with increasing effectiveness until it is snuffed out of existence alto- 
gether. These extreme forms of resignation occur in the schizophrenic 
who sinks himself into catatonia. 

It is understandable that of the three chief orientations to life that re- 


place selfness, that is, the aggressive, the self-abnegating, and the resigned, 
it is predominantly the first, the aggressive, that takes the active step 
toward self-destruction. When the self-abnegator dies, it is because he 
neglects himself in his need to inflate others, through which he expects to 
survive and even to glory; the resigned person, as in the case of the 
catatonic and in the case of various psychosomatic syndromes, dies be- 
cause of inaction, by default as it were, rather than by action. 
Parenthetically, it can be shown that in history, active suicide has been 
Significant in those cultures where importance was placed on the pursuit 
of power over others, possessiveness, or prestige. The neurotic develop- 


ment has a field day when there is sanction, perhaps even by law, of 
any of these drives, ^ 
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incentive for living and for creative growth. ... Life is full of possibilities 
to the end.” On the other hand, ^... the neurotic person feels that this is 
a hostile world.... Such an individual, permanently anxious, tense and 
beaten, and to whom every new situation is a threat, will easily relinquish 
his hold on life." The suicide of the person whose hold on life is very 
tenuous is to be sharply distinguished from the rare suicide of the person 
Who elects to terminate his own being. In the latter instance, the person 
who elects this course of action does so out of a full sense of responsibility 
and not out of a yawning feeling of endless angry futility. The “incentive 
for living and creative growth" is a characteristic that we believe to be 
the sole and exclusive attribute of a well-developing self. Dr. Kilpatrick 
alludes to such qualities as wholeheartedness and, by implication, to 
openness.” All these define the firm, well-rooted development of the self 
from infancy to senescence. 
We have outlined briefly some of the major neurotic factors that Horney 
found related to the problem of suicide, those leading directly to the act as 
Well as those less noticeable and perhaps even more important. 


THE CASE OF MR. A. S. 
under the influence of his 


A. S.’s self-growth was severely crippled 
in and of itself, does not 


on parents. Of course, this influence, 
unt for the path his over-all development has taken. Attempts are 
often made to account for the entire span of a person’s life by explaining 
his present dilemmas with references either to genetic theory, to instinct 
theory, or to a theory in which the determining parent-child relationship 
4 felt to continue the same throughout life. These theories, however, omit 
: € new self that is constantly growing. acting and reacting in its own 
ge no matter how outwardly imperceptible this process may be. We 
pita no amount of understanding, let alone treatment of a patient, 
have meaning or feasibility without attention to the constantly 

emerging self. —— i 
_ The mother of A. S. was especially important in his life. The be- 
innings of the development of A. S.'s self were strongly affected by this 
mother, who was herself driven by diverse and opposed needs. She viewed 
ee as suffering, patient, community-minded, and self-sacrificing. She 
o iud at the hands of a husband who had not produced so she 
Sabini | to take on his share of the burden. It isa fair surmise that she 
Pp des sought and married such an ineffective man. As a result, 
Send oa inner conflicts with deep feelings of frustration and resent- 
- Her thwarted ambitiousness found some outlet through her children, 
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a characteristic of many parents who live vicariously through their chil- 
dren. She needed to mold A. S. into a pattern that would be sure to succeed 
so he could acquit himself better than she had. “My mother looked at my 
report card that day when I came home and she started to cry. Things 
would upset her very easily but she never would punish us. She would 
tell us it would worry her if we did something bad.” This sounds innocuous 
enough. Is it not natural for a parent to be worried if her children do 
poorly at school? But this “worrying” will have a different meaning for a 
child who can only interpret it as ano 
parent. 

A. S.’s mother makes the relationshi 
punishment, so she leaves him with no 


ther shortcoming in the eyes of his 


p even more difficult by not using 


way of getting relief from his feelings 
of guilt and no way of redeeming himself in the eyes of his mother. Let 


it be clearly understood, punishment is not being advocated; but structure 


and discipline for the child’s sake are important conditions in a child’s 
growth. 


a sign of resistance offered by 


unfeeling, ego-centered demands of a parent. In due time, the mother had 
the pleasure of seeing in her son th 


though she would insist he is th 


outh American girl, Mary. “I said no 
elt i 8 and there was 4 difference in the 
pattern of living.” This “difference” in the “pattern of living” is all she 
needed to feel justified in abrogating whatever vestige of “rights” A. S. 
elf. However, she blit 


elf. hely overlooks 
ir might be at the root 


of the trouble," 
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ings of self-denigration, then the chances of suicidal outcome are greatly 
increased. 

Fortunately, A. S.’s spirit was not wholly crushed in childhood. If it 
had been, he could not, paradoxically enough, have developed to the ex- 
tent that makes suicide possible. Evidence for A. S.’s spirit can be seen 
in his need constantly to fight. *I don't know why it was, but I was always 
fighting. 7 just had to." At the age of nine years, he was still fighting to 
maintain some ownership of inner feelings of self. What he sought was 
Self-affirmation, but, unfortunately, all he could receive from his parents 
was whatever was in keeping with their notion as to what a proper boy 
should be like. Additional evidence that A. S. was still out for self-growth 
(however distorted it was becoming) can be seen in his interest in "the 
underdog.” A. S. was actually trying to acquire additional strength by 
belonging to a minority, feeling that he would be able to fight for them 
and therefore for himself. This gave him some outlet for his self-assertive- 
ness by keeping it within the framework of the right and good. 

There is a pathetic allusion to his inner feelings of smallness when he 
Says, "When I was a kid, I didn't mind that I was so small." Of course, 
A. S. could not know that his smallness, while it may have been a physical 
fact of his existence, had also become a catchall for his feelings of small- 
ness. Actually, he was feeling the paucity of inner growth. The only time 
We have some evidence of a remotely pertinent interest in his personal 
being on the part of his mother occurs when she remarks, “I don’t know 
if it was respect or what” (that prompted her children to obedience). But 
It is a Passing doubt, for she could not take an interest in her son’s self 
when she lacked the same interest for her self. y 

The father seems the least important figure in the family constellation. 
The patient presents him as a person who just loved to wash a new car 
and who constantly “went along” with the mother. He seems to be a simple 
Person, given to little involvement with others, which apparently included 
his Own family. However, if there are any vestiges of some warm feelings 
Within the family, they ca from him. These were in evidence with the 
po of the bicycle, which he allowed A. S. to ride "gs Meus the 
Our was Ja ; ms to have exerted little influence 
in the foe Beyond this, the father see ener a 

pment of A. S., other than perhaps by ‘ . 

_It will be recalled how A. S. felt after he had received movie money from 
his father. He was unable to make use of it because he had gotten the 
money by crying. Such a maneuver seemed like a failure to his idealized 
Self because it made him feel dishonest, and his guilt feelings were the 
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result of his going back on his picture of himself as honest. He then 
punishes himself by depriving himself of the movie. In this way he re- 
stores himself in his father's eyes, but, more importantly, he effects an 
inner restoration. It will be recalled how much A. S. regarded himself as a 
fighter. It is contemptible if a fighter cries. What is more important to us 
is that the crying might well have been an expression of spontaneity of 
feeling. However, linked as it was with feelings of contempt, this spon- 
taneity within his self is discredited. Without spontaneity of expression, 
the self is deprived of one of its most important avenues of growth. By 
self-denial, he is able to come to terms with his idealized self but only at 
the cost of impoverishing himself. Thus, the way toward suicide is already 
being developed, for suicide is the final act of self-denial. 

When A. S. was asked for the reasons for the suicide attempt, he could 
not give a direct answer. Instead, he talked about his love affair with 
Mary. A. S. was not at all aware of the extent to which this alliance 
would affront his parents, “I couldn’t understand this |disagreement].” 
There are certain questions that occur at this point. Was A. S. really 
so dependent on his parents for approval of his interest in Mary as would 
appear at first sight? Is this dependence to be viewed as a direct de- 
pendence on them, or is it rather indirect in the sense that it now reflects 


symbolically the play of inner motives now experienced by A. S.? Why 
did Mary come to assume the importance she di 


expressed? 
An answer to the last question may be found in the scarcity of feelings 

expressed by A. S. in describing his relationship with Mary. He spoke 

of her, for example, as being intell al 

was a “wonderful girl” 


“changed a lot.” “She was not con- 
L 


ngs and wouldn’t care what other 
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people thought. She would hurt their feelings." In other words, his view 
of Mary precluded any capacity on her part to stand up for herself, to 
feel free to disregard other people if they hurt her, etc. It might be 
Speculated that this symbolic composite of Mary was that of a patient, 
long-suffering, withal gracious creature who was to be wholly free of 
aggressive and hostile feelings. A. S.’s reaction is to leave Mary, but he 
quickly feels the ineffectiveness of this solution. He tries one solution 
after another until the conflict produces the constellation of inner drives 
that could be put to rest only by the suicidal act. Yet, when the patient 
describes the events that precede his suicidal attempt, one is not impressed 
by any amount of inner turmoil, except with such allusions as “My mood 
Was getting worse.” What A. S. is expressing here is the alienation he 
has experienced, The further a person evolves away from the center of 
his being or selfness, the deeper and more extensive become these feelings 
of alienation, A. S. had traveled far from his self, as he reports his de- 
tachment and separation. Patients will report dreams in which they are 
sitting at their own funerals with no feelings noted, though they can 
describe the casket, etc., in great detail. Others will recite how unmoved 
they felt at the loss "i a supposedly loved one. One patient described 
In detail what happened to his forearm as he held it under boiling water, 
how the skin discolored, etc., as if he were describing how a chicken 
's barbecued. He had no recollection of pain. In this man, there was so 
deep a degree of alienation that he no longer owned even his sensory per- 
ception of himself, 

Though A, S. was amply aware of his mother's need to be well regarded 

Y the community, his being drawn to Mary was independent of his need 
to please his mother. It was a desire to relate himself to the underdog. 
However, for A. S. there existed an equally powerful, though more in the 
background, drive to excel and to belong to the best. His mother, with 
the mention of “black babies,” was able to activate in him his own fear 
of losing caste, his own drive to excel in the community, to be well thought 
of, etc, This was the conflict that tripped off the chain of succeeding events, 
Culminating in A. S ^s suicidal solution. 

_A. S. presents to us, in considerable depth, one particular constella- 
tion of events, the geirn of which can lead an already weak self 
to take the last and final solution. It is roughly comparable to what the 
Strongest of selves mav choose when they are being subjected to hopelessly 
interminable suffering from which they can perceive no escape. The per- 
formance of a suicidal act in such an individual would terminate suffering 
that was extreme and after that person had reasonably exhausted all other 
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avenues of solution. Clearly, such was not the case in the problem of A. S. 
Yet, from his point of view, this was precisely the position in which he 
found himself, so for him the solution of suicide was the only available 
one. The condition in A. S. leading him to the feelings of profound hope- 
lessness arises out of the implacable operation of the irresolvable conflict 
we have described. To be caught in a state of hopeless entanglement en- 
genders the most severe kind of suffering. These persons thrash about 
ceaselessly in their attempt to find an out, and this thrashing only serves 
to tighten the knot. It causes the patient to go into a slow freeze. “It 


would seem as if I just couldn't get start 
worse." 


keeping 


ed." *My mood was getting 
Sometimes a patient's going into a depression has the effect of 


him from the suicidal act, just as it keeps him from doing much 
of anything else. It explains wh 


patient, especially if there is a 


underdog" posi- 
into the picture. 

» à proper person to be at his side during 
the struggle. When a person who is out for glory first fastens onto a person 


oblivious to any negative qualities that 


tally blind to tho ities in 
Mary, which became more apparent i suene ipe 


Suicide: The Horncy Point of View 251 


"i will tend to clash with the idyllic picture that the person is out to make 
real. 

Let us recapitulate the course of A. S.’s development. He is born into 
à family whose members are themselves severely neurotic. His mother early 
burdened him with the responsibility of fulfilling her demands, demands 
that were imparted more by implication than by explicit statements. In 
addition, these demands were contradictory in character, as, for example, 
extolling kindness and charity and, sotto voce, insisting on a competitive 
and Perhaps even ruthless excelling. The boy grows up trying to reconcile 
these double standards and resorts to his own special ways of reconciling 
them. He evolves an idealized self that substitutes for his true self, and he 
then embarks on a career of making it successful and meaningful. Part 
of this attempt concerns his reaching out for a partner in the form of a 
woman, Mary. He turns to her for some affirmation of his being the 
accomplished self (idealized self) with which he has wholly identified his 
being, Mary seems eminently able to provide this affirmation. A. S.’s 
idealized self expands under her “Jove.” In addition, A. S. has the op- 
Portunity to expand his idealized self by helping to make Mary into a more 
acceptable member of the community by marrying her. There is a mis- 
adventure at this point that dooms his “progress.” His mother, who is the 
external symbolization of another way of life, throws her weight upon 
an aspect of his idealized self that he had suppressed. Mary was not the 
Proper Derson, she says. Princes only marry princesses. The conflict 
within the idealized self begins to rage, and A. S.’s self, called upon to 
make an impossible effort, is caught in a net of hopelessness and suffer- 
ing from which he can extricate himself only by shutting off all demands 
on himself and by ending his servitude in eternal sleep. His form of 
Suicide is not a violent wie, such as the suicide of a deeply vindictive per- 
Son might be. It is the suicidal effort of a person looking for respite and 
Not for restitution. 


THERAPEUTIC IMPLICATIONS 


Essentially, the procedure in treating a suicidal patient is similar to 
that Utilized in the conduct of any analysis. However, as was previously 
dicated, the suicidal patient, living on the edge of life as it were, must 
In given Special attention until ihes tendencies are markedly reduced. 

other words, all efforts are bent in the direction of working out and 
resolving the unconscious processes that bear upon this possible outcome. 

he hidden sources and nuances of the self-hatred, of the feelings of 
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hopelessness, and of intolerable, albeit unvoiced, suffering must be ipd 
down. The analyst needs to be alert when his patient begins to come a : 
of a depression, for, as was indicated elsewhere, this is also a time cred 
self-hatred can be activated. The aim is not to prevent its activation bu 


to keep it within manageable proportions, so as to make use of it in the 
therapeutic process. 


olver, which he put 
an even break. The 
aining clear of any areas 
e had been so accustomed 


of the aggressiveness per se. 
In the case of the suicid 


prides and pseudorelations, 
to the main areas of neurot: 
If drugs are used, their 
inadequate amounts only serves to d 
albeit temporarily, their truly int 
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can there be than suddenly to be confronted by the feeling of disintegration 
without a single clue as to identity, without a single hold on anything 
firm? And yet these can be the hours that may serve to create the bond 
between the doctor and the patient that can bear the load of the future 
treatment the patient and doctor will undergo. Oftentimes, when the 
patient is the most disturbed, he is also the most accessible. It remains 
for the doctor to find his way through the miasma of terror to the little 
remaining self and take his stand beside it. If he is able to do this, the 
therapeutic process will be well begun. 

As in all analyses, for that matter in all social relationships, the person- 
to-person or doctor-to-patient relationship is probably the single most 
Potent factor in the therapeutic process. It must convey to the patient by 
all means available that the doctor is on the side of the patient's self. For 
à long time, the patient will probably construe this to mean that the 
doctor is there in behalf of his idealized self because he is usually unaware 
of any other self, Nevertheless, sooner or later, the patient will begin to 
make some excursions away from this idealized self. It is at these times 
that the doctor's values will have their deepest meaning for the patient's 
recovery, Only a self that is realizing itself can relate pertinently in the 
development of another less matured self. The doctor-patient relation- 
ship is one where the rights of the respective individuals must be clearly 
Specified always. The fact that the relationship of doctor and patient is 
based on equality depends on this process. However, it is not inconsistent 
with equality that the doctor assumes the larger burden at the outset of 
Protecting the patient's fledgling self from whatever would undermine 
Hk We also know that the patient himself is usually well equipped with 

'S own ways of handling his difficulties, so this task is not as extensive as 
May appear at first. This is not so true, however, in the case of the suicidal 
Patient. In him, the inner forces are too pointedly deployed, not by ac- 
cident but by design, against the self per se. 

If the analyst can exercise this feeling for e 
end Sense, along with all his therapeutic 

.3 Position to render the suicidal patient the o 
quires. Of all persons, the suicidal patient has probably suffered most at 

© hands of a tyranny that has all but reduced him to the status of a 
Slave, and a hated one at that. He is, therefore, the most sensitive to the 
inei insensitivity of the outer world that masquerades in numerous dis- 
guises but has its origin in disrespect, unconscious or otherwise. As the 
Patient grasps the basic fact of equality of the relationship, he will be en- 
couraged and enabled to expose his weaknesses. In the course of exposing 


quality in its most compre- 
acumen, then he will be 
ptimal service he re- 
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them, he gains insight into himself; as he gains the necessary insight, he 
can reclaim not only his illusions, which have now far outlived their use- 
fulness, but the right to growth of his proper self, which once more has 
the reins of its own development in its own hands. 
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Personal construct theory assumes that life's vicissitudes do not thrust 


their si nds 
heir Singular meanings upon us; rather that it is we ourselves who must 
happens. If there seems to be 


contri 
trive to make sense out of whatever 
poise singularity in life’s meanings, it stems primarily from the singu- 
ari aay : 
sce of our own thinking. The events, on their part, never cease to be 
n to a host of alternative constructions. 


TRUTH AS A HUMAN INVENTION 


From this point of view human truth is never something discovered 


and wrapped up to keep; it is always invented and subject to day-by-day 
'mprovement. All that is discovered is some practical consistency between 
one’s anticipations and their apparent outcomes. It runs like this; We 
a UP meaning. We impose it upon some events that happen in our 

Mediate vicinity, This is fun, and we are often content to stop at this 
wr But if we have a skeptical streak in us and want to test validity, 
5 well as enjoy the ecstasies of appreciation, we use our meaning to make 


a flat Prediction; and then we stand back to see what happens. 
255 
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Testing Truth by Making Predictions 


A series of successful predictions is likely to lead us to believe, though 
not always, that our meaning has a substance all its own. We may M 
forget how it was derived and claim that we ran across it one day, quite z 
accident, lurking amid the predicted events. Yet, as a plain me ter o 
fact, all that we ought to say is that what happened looked enough like 
what we expected to happen to satisfy our sense of similarity. And; as for 
the degree of truth to be credited to our invention, the safest thing to say 
is simply “so far, so good.” 

The matching of predictions against outcome is the essential feature of 
scientific method. More specifically, the method involves the generation 


of hypotheses out of theory or prior observations, 


conceptualization or 
abstraction, 


occasional experimental manipulations (controls) in order to 
maximize or minimize certain variations in events, explicit predictions, 
observation of outcomes at as low a conceptual level as possible (ob- 
jectivity), reconciliation of predictions with outcomes, revision of con- 


structs, and continual repetition of part or all of the cycle. One way of 


Stating it is to say that science requires the reconciliation of predictive 


principles, abstracted at as high a conceptual level as possible, with con- 
crete outcomes, identified at as low a conceptual level as possible. 

As we see it, science is but a Special case of human enterprise, and 
scientific method is but a special instance of human psychological method. 
Personal construct theory is an effort to get at the heart of the matter 
by stating the general case for human Psychological method. If personal 
construct theory succeeds, its full statement will embrace the whole 
range of human psychological effort, from scientific progress, on the one 
hand, to existentialistic anguish, on the other, 

Validation 

If we look at man as an inventor 
construer of events, we are bound to wi 
obligations except to his own whi 
sionally intervene to bring him b 


talking about raw reality. 

It is the person himself who intervenes on behalf of reality, He makes 
his prediction of things he expects to happen. This has to be based on 
relatively high levels of ab, 


straction. When he sees what actually does 
happen, according to his own lights, of Course, he has something at hand 
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that he can perceive at a relatively low level of abstraction. Now he can 
validate his construction of events. If what appeared to happen seems 
to be inconsistent with what he expected, he usually concludes that his 
expectations were at fault and sets about to correct them. Thus he checks 
his thinking against reality. But this validation is of his own doing. 
Reality, itself, goes its own way, oblivious, and lets him fret as he pleases 
Over his ability to predict it. 


What Truths Did A. S. Invent? 


When we undertake to base a psychological theory on this kind of logic, 
interesting things begin to happen. Take the biographical events in the life 
of A. S. Under such theorizing, these events—the actual events—suddenly 
loom up not as themselves forces molding the outlook of the young man but 
às the grounds he used for the meanings he invented and as the outcomes 
against which, over the years, he must so often have checked his anticipa- 
tions. The recollections he reported to his interviewer, recollections that 
Presumably paralleled certain actual occurrences, were the verbalizable 
explications that most readily came to mind in his effort to lend verisimili- 
tude to what he now felt and believed. 

The events he described were important not because of what they did 
to him but because of what he had made out of them and what he was then 
making out of them. Always it was he who invented the meanings, whether 
verbalized or unverbalized. From such personalized constructs he projected 
his versions of what was about to happen next. Always he altered his own 


Course to fit, right up to the very last. 


SUICIDE AS A VALIDATING ACT 
of pathological interpreta- 


It is often helpful to strip human behavior 
ejudicial terms, and more 


ti E ; 
ions. Health and illness are exceedingly pr : - 
Often than not, when we use them, we succeed only in beclouding the 


relevant issues, It is much more enlightening to look at any human act 
in terms of how and what it fits and the ends it accomplishes. 

Take suicide, for example. Instead of treating it as something evil, 
Pathological, or nonsensical, we can understand it far better if we look 
at the act itself and what it accomplishes from the point of view of the 


Person who performs it. 


Death as an Implicit Choice in Everyday Life 


Suppose we examine suicide first in the context of a basic question 
about death. Let us state it this way: Under what conditions of outlook 
would anyone seek death rather than life? By stating our question in this 
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manner, we shall be inquiring after a psychological principle rather than 
a simple situational determinant. 

Certainly it is not so unusual for persons to stack their cards in favor 
of death. Some do it for a social cause. Some do it because it is expected 
of them, as in battle. Some do it for fun, as on the highway. Some do it 
to avoid the guilt of being a few minutes late for an appointment. Some 
do it in sheer exasperation. Some do it in beautiful resignation. Mothers 
often risk their lives to bear children, and it is not uncommon to find 
both parents risking their health, and lives, to support those children in 
competitive luxury. Indeed, if one looks around him, he can see lives 


being sacrificed on every hand, and for little reasons as well as for big 
ones. 


his convictions intact by voluntarily 
he verdict of guilt in order to save 
talking through his hat. He could 
his principal pursuit. If he drank 
s reaching into the future for truth 
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When Is It Suicide? 


Probably, when it comes right down to it, we are apt to say that a 
person has committed a mere suicide, rather than performed a dedicated 
act, when it seems clear by our own lights that the problem he faced 
had a better solution. We think zc would have known better. Perhaps so. 
Nevertheless, the fact remains that none of the alternatives that beckon 
so clearly in our own minds was quite so visible in his. So the suicide 
makes his choice, and not ours. We say it was a bad one? We are possibly 
right; it might have been a “bad” choice. But that does not tell us much. 
To understand his act we need to know what he died for. What personal 
Constructions of life and truth, what anticipations formulated from his 
structured world seemed to be validated by so drastic an act. 

In a broad sense, each of us gives his life for something, something 
noble or something ignoble, though mostly something in between. Some 
do it decisively in one abrupt and frightening gesture. Some do it slowly 
and unobtrusively, sacrificing themselves little by little. Some face death 
Outright; others stumble in its general direction. To seek to die well 
I an object of the full life, and those who fail to live well never succeed 
in finding anything worth dying for. Thus life and death can be made 


to fit together, each as the validator of the other. 


What Was There in A. S/s Life That Was Worth Dying For? 


Shall we not look at A. $s suicidal attempt in these validational terms? 
What was it his effort appeared to validate? There is no indication that 
© Was ever asked this question in any of its forms. Apparently the event 
was interpreted clinically from the outset as an incident in some way 
Characteristic or inevitable in his style of life. 

But if we are to employ the style-of-life paradigm, where do we look 
for the style?; in the bare record of events? ; in deviations from the way 
We ourselves would have dealt with such events if we had been in A. S.’s 
shoes?; or do we look for deviations from the way we think “normal” 
Persons would have handled such events? Perhaps, in place of style, we 
Would prefer to look for some alien psychopathology or disease process that 
invaded this young man’s psyche. Since personal construct theory leads 
Us to deal with A, S.’s problems in terms quite different from any of these, 
and thus to ponder over questions never put to him, we shall have to be 
Content only to speculate about what it was his act sought to validate or 
at most to make precarious inferences from the slimmest of available 
evidence. 
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TWO LIMITING CONDITIONS: REALISM AND INDETERMINACY 


We have seen how a suicidal attempt can be regarded as an act pnr 
to validate one's life. As such, it is a bid to extend life rather than actually 
terminate it; to extend its essential meaning, that is. But there are two 
conditions of personal construction under which the actual abandonment 
of one's life seems like the sensible thing to do. The first is when the 
course of events seems so obvious that there is no point in waiting around 
for the outcome. The score has become so lopsided there is no reason 
to stay through to the end of the game. The other is when everything 
Seems so utterly unpredictable that the only definite thing one can do 1s 
abandon the scene altogether. It has ceased to be a game with perceptible 
rules. 

The former condition is one where realism has been carried to its ultimate 
conclusion: fatalism. Suicidal attempts under this condition are often 
successful. The latter is the condition of total anxiety, and the suicidal 
attempt, not so often successful in this instance, is a desperate bid for 
some kind, any kind, of certainty. It is indeed striking that these should 
be the two limiting conditions for the sustenance of life; on the one hand, 
the sense of knowing everything worth knowing and, on the other, know- 
ing nothing worth knowing. Yet, since the very essence of life is the use 
of the present to bridge the past with the future, any construction that 
makes such an undertaking futile serves psychologically to destroy life. 


Once this destruction has already taken place, the question of whether 
the person keeps on breathing or not becomes a side issue. Psychologically 
he is already dead. 


To be sure, 
psychological un 


; tet us speculate on how the two limit- 
minacy might have affected A. S. 
What Did A. S.’s Personal Construct System Lead Him to Expect? 
In any effort to understand à suicidal attempt we look first to see 
what we can learn about the personal construct System of the person 
involved. Did A. S. see himself in 


hopelessly uncertain about what was 


to abandon his life, rather than valid 


ate something in it, which of the two 
life-destroying constructions did he employ? 


We have said that A. Ss Personal constructs served to project his 
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day-to-day anticipations. That is the basic assumption of personal con- 
struct theory. Pursuant upon these anticipations there were undoubtedly 
some rude discoveries—a whole succession of them. But did they confirm 
his worst expectations and thus lead him to realistic despair? Or did they 
continually confound him and thus leave him overwhelmed with uncer- 
tainty? 

In either case he might have been challenged by the outcomes to devise 
new meanings and so to come to grips with life. But in this he seems to 
have failed, although there is some possibility that he tried to find new 
meanings in his study of sociology during the few weeks between leaving 
the Army and making his trip to South America. In any event, he at last 
made his ultimate bid for certainty, whether to foil his fate or to forge 
it with his own hand. But, as chance would have it, even this dismal 
Prediction was to fail to materialize. Or did it? The reported interviews 
give no clear clue as to what he really expected to happen. 

So let us say that it was not the events of his life that led A. S. to the 
crossroads. He arrived there as the result of a series of perceived rela- 
tionships; relationships between what he was able to construe and predict 
9n the one hand, and what he discovered was happening, on the other 
It was the result of how little he was able to reconstrue aíter the out 
Comes of all his earlier expectations became apparent. -— 

Whether life, up to this point, had treated A. S. well or not is quit 
beside the point. Even the question of reinforcements in his series of learn 
ing trials is not an issue. Indeed, such a line of reasoning would probabl; 
lead us to the logical conclusion that he could not possibly have don 
What he did, What is important is his personal construction of the worl 
about him and the fact that the sequence of events appeared either t 
invest that construction with inexorable validity or to threaten its utte 
Collapse. There could even have been some of both features. 

For him the decision to commit suicide was, at that moment in th 
cheap hotel room, the most obvious thing to do. Of course, he may hav 
thought otherwise later. What matters here, as in all psychological prol 
lems, is that one's personal constructions at the time of decision seer 
SD Completely dictated by the obvious that there are no practical altern: 


tives left to explore. 


WELL-KNOWN WORDS THAT VANISH 


Learning and Reinforcement 


Perhaps it would be helpful to mention some of the conventional psych 
g the way when one sets o 


sien notions that one soon abandons alon 
Pursue the implications of personal construct theory. It is already cle 


lo 
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that biographical events are not seen as having any meaning, except as 
meaning is imposed upon them, as in the case of A. S.’s biography and the 
personal meanings he must have imposed. So reinforcement, as a construct, 
must be abandoned also. In some respects validation in personal construct 
theory takes the place of reinforcement, although it is a construct of 
quite a different order. Validation is the relationship one senses between 
anticipation and realization, whereas in conventional theory reinforcement 
is a value property attributed to an event. Even learning as a construct 
gets sloughed off, partly because it has become so badly cluttered with 
ambiguous meanings and partly because there seems to be no segment 


of the life process that one can properly isolate from the rest and designate 
specifically as learning. 


Motivation 


Personal construct theory has a peculiar relationship to the so-called 
dynamic theories in psychology. Because it starts with the assumption that 
man’s being is measured in the dimension of time rather than in the 


dimension of space only, any special set of terms formulated to rationalize 
the fact that one is alive 


drives, forces, 
psychodynamics, drop out of the syste 
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A Cognitive Theory? 


Yet personal construct theory sustains no necessity for distinguishing 
sharply between those psychological processes that appear to follow classic 
formulas of reasonableness and those that do not, nor between those that 
are signalized by words and those that can only be portrayed by enactment, 
nor even between those that appear to be soundly organized and those 
that appear to be disorganized. It assumes that the only logic we have 
available to us is that which is devised by human minds; thus what is 
logical is an extension of what is psychological. It would therefore dis- 
Claim being either a cognitive theory or a noncognitive theory. It would 
be as much misunderstood if it were classed as behavioristic as it would be 
if it were classed as rationalistic. In brief, the point of departure in per- 
sonal construct theory is at such a philosophical level that none of the 
usual pigeon holes for the quick and easy filing of all new psychological 
theories as fast as they appear will serve as a neat container for it. 


NEW TERMS OF REFERENCE FOR UNDERSTANDING SUICIDE 


! Having abandoned so many of the terms customarily employed in talk- 
ing about suicidal behavior (feelings, emotions, necds, psychod ynamics, 
motivation, learning, reinforcement, stimulus, cognition, irrationality, dis- 
Organization) we seem to have little left from conventional psychology to 
draw Verbal pictures with. Before we can come up with anything very 
illuminating about A. S., we shall have to replenish our vocabulary. To a 
Considerable extent we shall depend upon refurbished terms, old words 
With revised meanings, But some words will have to be new, at least new 


In the context of precise psychological discourse. Fortunately we can limit 
Ourse] d to be applied to the case at hand 


and leave the rest of the lexicon of personal construct theory to our more 


Persistent readers. l 
about the kind of dimension used by 


placed on the use of axes of 
] in the broad sense, rather 
problems of psychology 
ther than into nosologi- 


5 ack wards. Only thus can one proper 

nd movement, 
"T So Our terms, although they inevitably 
a Patient, do not presume to categorize 
? pre-empt his behaviors. For example, 


categorize our ways of looking 
the patient himself, nor do they 
if we construe him in reference 
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to hostility, it is the construct of Aostility that is impounded, and not the 
patient or his acts. Certainly we do not say that the patient is to be 
stuffed alive into the dostility bin. Nor do we say that he has come down 
with an attack of hostility. Hostility is our own axis of reference, like 
length or height, along which a measurement can be taken in order to get 
a clearer idea of the proportions of human behavior. 


Dilation versus Constriction 


Since we have already defined validation in connection with our rejec- 
tion of the constructs of reinforcement and learning, let us turn next to 
another systematic construct that is important in the understanding of 
suicide: dilation versus constriction. In his search for personal constructs 
upon which to base his anticipations, a person sometimes broadens his 
area of concern, hoping that by grasping at more and more things he can 
come across something that will help him make better sense out of the 
onrush of events. Often his outreaching is indiscriminate. Whether it is oF 
not, we still describe it as dilation. 

When he moves in the opposite direction, we call it constriction. A pet 
son constricts when he attempts to shrink his world to manageable size, 
as when he pulls the bedcovers over his head or attempts to stop the clock 
by committing suicide. It is not uncommon to find a person exhibiting 
violent movement along this axis. Often such movement is taken to in- 


dicate the so-called manic depressive psychosis by those who think be- 
havior is a disease. 


Anxiety 
Anxiety, 
of chaos. More specifically, i 


Clinically, anxiety has long 
not ever being clearly iden 


Threat 
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metamorphosis, but the threat experience itself has to do with what seems 
about to happen in the region of one's core construct system. Quite often, 
for example, a patient is deeply threatened by a realization of what is 
likely to occur to him as a result of therapy. The therapist finds this hard 
to understand. Even the realization that the change will be for the better 
and result in his being happier does not necessarily make it less threat- 
ening to the patient. 


Basic Postulate and Choice Corollary 


Personal construct theory does not use the notion of motivation. Be- 
cause man is conceived from the outset as inhabiting the dimension of 
as alive and in motion, one does not need 


time, that is to say, conceived 
ound. We are then left 


to conjure up motivating forces to push him ar 
with the task of explaining only the directions his motion will take. 
. But this also falls into place neatly enough, once we have ventured the 
initial leap to a basic postulate. That postulate is that a person’s processes 
are psychologically channeled by the ways in which he anticipates events. 
We can elaborate this statement by a series of ensuing corollaries. 

The channels for anticipating events are called constructs. They are 
guides to the future, and anybody who wants to face up to life had better 
have an ample stock of them on hand at all levels of consciousness. When 
ìt comes down to making everyday choices, it seems obvious that a person 
Will choose those alternatives that promise to provide either of two things: 
greater extension of his construct system or better definition of it. This 
'S what we call the choice corollary, and it takes care of what is left over 
after the basic postulate drops the bottom out from under motivation. 
This is not to say that a person will behave according to classical laws 
logic. Far from it. We can be sure that neither Aristotle nor Thomas 
Aquinas behaved that way in their private lives. Rather, he behaves ac- 
cording to his own system, and that is something that has to be under- 
Stood in psychological not Täl terms. Nor does it add anything to say 
that he behaves [4 remos to pleasure and pain, unless one wants to 
define pleasure tautologically as what we seek and pain as what we try 
to avoid. Moreover, constiüefs are not necessarily put into words, either 
Symbolically or explicatively. Indeed, one is always impressed with how 
extensively persons anticipate the future in terms for which they have no 
Speech, 


of 


Hostility 
Now we can talk about hostility. Sometimes matters come to such a 
Pass that one finds himself on the brink of an overdue and far-reaching 
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revision of his construct system. His predictions have pone amry: Lan 
against the validity of his constructs mounts in overwhelming em 
In desperation he may have tried dilation to see if, in a broad jd es 
he could grasp the elusive veridity in his way of construing the wor x 
may have tried constriction to see if he could find localized adipe itd 
of his outlook. A. S. appears to have tried both. But if neither o x: 
nor any of the other exploratory methods works, he may be confron j 
with a difficult choice: either to revise the very foundations of his v 
Struct system or somehow to force events to prove him right. When, on the 
one hand, his deeply shaken constructions have to do with his me 
standing of other persons and, on the other, he chooses to extort confirming 
evidence from them, we call it hostility. 

This, of course, is a Strikingly unusual definition of hostility. But hos- 
tility, as any psychological term, ought to help us understand the were 
ment in which a person has found himself and not be used merely to labe 


a person as dangerous. The construct’s referent, from this point of view; 
is not the desire to injure someon 
an extortioner’s trick 
to relieve him of the 


of course, be directed 


crumbling system of values. But it may be found as well in the radical 


f world at large furnish him with what be 
thinks his home in particular did not. 
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invalidated. If the turn of events seems to leave him high and dry with 
no true role left to him, he suffers in a peculiar way. We call that experi- 
ence guilt. 


A. S/S PERSONAL CONSTRUCT SYSTEM 


Two recurrent themes stand out from the details reported in the protocol 
Provided in the case of A. S.: his inability to understand why it was his 
parents crossed him for the first time when he tried to establish a close 


Anxiety in the System 


The extent of his perplexity (the full range of events involved) is not 
elaborated in the protocol, but we may reasonably infer that he was pin- 
Pointing an illustrative instance in a construction that ranged much fur- 
ther than the particular events he emphasized. In personal construct 
theory a widespread sense of such confusion is called anxiety. Certainly it 
becomes clear as one reads the protocol that there must have been many 
areas in which he felt the undercurrent of confusion: in school, in looking 
for Something to do in South America, and during his halfhearted search 
for employment in Los Angeles. They were all caught up in the same chaos. 
Let us, therefore, not be tö hasty in saying that the particular domestic 
events in which this confusion seems focused were the material causes of 
his anxiety, As we have already said, personal construct theory does not 
deal with events of this order as if they were psychological causes. 


Invalidation Deep in the System 


The likeliest interpretation of the anxiety is that his anticipations 
Were invalidated on a large scale, so large, in fact, that the truth of some 
very basic constructs had to be called into question. Since such basic 
Constructs are often not couched in words, he was probably confronted 
with a revision of outlook for which he had inadequate verbal tools. 

_ But how did the invalidation happen on so vast a scale? For one thing, 
it Seems, as he reported it, that he had long looked to his mother as a 
Principa] source of validation. Validation seems to have been a function 
She Was ready and eager to serve, both in her family and in her com- 
munity, She enjoyed responsibility. This service as a personal validator 
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for his ventures seems to be what they both meant when they agreed that 
u » hi r. . 
PR. outs his fuper es this matter when he says, “I think my "nis 
tried wt lazy because mother would never let anyone else "vá "i "a 
I know I resented this at times." At this point the interviewer Meer 
that he became somewhat tearful and said, *I feel all Ky ng x 
spent as much time with us as any other mother did—” and the 
ilent. 
" ih this passage A. S. seems to be about to come to grips with the se 
that somehow his mother had become the custodian of all his eA 
evidence, thus shutting off any venture designed to check reality © n 
where. This, of course, was precisely what led up to the sense of iur 
He says he was "confused" in just so many words. Yet he cannot d 
put the blame on her for he vaguely senses that it was not what as h 
that produced the turn of events, What he does not quite understan 


: T im SO 
how it was that his own use of his mother as a validator made him 


; he 
vulnerable to the collapse of all that he had built on the evidence $ 
supplied. 


To be sure, he had lo 
frequent fights are evi 
Seem to have run aga 
mother did his constru 


ng tried to validate his anticipations elsewhere: oe 
dence enough of that; but the outcomes ge 
inst his expectations, Only in interaction with d 
ctions seem to lead to consistent outcomes. And t 


ct 
he standpoint of personal constru : 
€ and hence active. If his aggression 4P 


imself 
€ the alternatives he construed for himse 
annels, 


he says he was 
Other was « 


out on its independent merits, 
(^... when I wanted to take 
vided him with validation firm 
his way out on new ground, 


Moreover, 
Mary out and 
enough to test 


; 5 
Mary's own aggressiven 
Mary would call up") s 
his weight on. So he inc 
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It was at this point that he was overwhelmed with invalidational 
evidence from home. It was not merely that his parents disapproved; 
What was vastly more threatening than that was their apparent meta- 
morphosis. They also became unpredictable. Everything he thought he 
knew about them and his relationship to them fell apart. They not only 
withheld the keys to the car; they took away his keys to the truth. He 
could no longer understand them. Indeed, how could he now understand 
anything? The fact that they invalidated his understanding of them was 
far more devastating than their mere disapproval. 

And so it always is. To face disapproval, punishment, pain, or a dismal 
Succession of unrewarding outcomes is one thing. These are matters man 
can partly understand and hence often bears without complaint. But to 
face chaos is another thing. Even the bravest shudder on the brink of 
utter emptiness, What worse chaos can one face than sudden chaos where 
always before there has been firm certainty and the loving confidence of 
one’s home, 

To dwell on A. S's loss of Mary would be to miss the point. The void 
Was not the place that Mary had filled; it was the place his parents had 
filled, Moreover, this was Ho physical place that had been emptied. Even 
the death of both of his parents would have disturbed him less. What he 


had lost was something that could never be restored, even by abandoning 


Mary, even by receiving daily comfort from his parents, even by marrying 
r ) a deep sense of validity for the 


a girl of whom they approved. He had lost c 
way he had once ordered his world. This is what he seems to be saying to 
1S interviewer, 


Dimensions of Threat 


Threat, the sense of imminent change in one’s core construct system, 
often lies at the roots of disturbed behavior. Although there must have 

en moments when A. S. felt that there were deep changes in the imme- 
diate offing (certainly on the eve of suicide he must have felt so), there is 
very little in the protocol to suggest exactly what he thought was about 
to happen to him. The story is, instead, primarily one of chaos or anxiety 
With little so clearly structured as threat looming up before him. 

To be sure, the frequent fights throughout childhood and early adoles- 
Cence imply threat. Yet except to say he fought when he found he was 
not liked, he gives us little clue as to any consistent type of taunt or hazard 
that occasioned the fights. Then, too, there was the superior in the Army. 
In this case the dimensions of threat are more Clearly spelled out: “This 


man was everything I hated. He was tall, domineering, didn’t know what 
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he was doing, but acted as if he knew everything. He —— he 
humiliate me, and I couldn't disagree with him. I couldn't stick up 
; he would always win." . . 

— at the constructs used and then at the contrasts they inpli T 
implication was that A. S. was about to be cast in a part that was e «d 
"dominated," in which he might *know what he was doing but cou : 
act that way,” “humiliated,” “unable to disagree," “unable to € 
for himself," and "always the loser." This passage probably descri ia 
better than any other the axes along which he felt himself always in ud 
ger of being transformed. More than that, they suggest some of the we 
defined slots in which he might try to rattle back and forth himself. i 

Later, if he felt that he had achieved some basic changes in his way es 
life by leaving the orbit of his family, and if then also he saw himself one 
to slip back into that all too plausible orbit, he would have sensed aoe 
and might have taken extraordinary measures to stave off the relapse. Bu 
there is no clear indication of this or, indeed, that he later saw himself on 
the verge of any clear shift in psychological position. Yet threat is never 
Something to be overlooked in a case where violent action has been taken; 


and it certainly would be a mandatory topic of psychotherapeutic explora- 
tion in the case of A. S. 


Vacillation between Dilation and Constriction 
A. S.’s movements alon. 


: Mh M T 
g the axis of dilation and constriction are impo 
tant for his therapist to 


Army, the effort might 
of life waiting for him i 


All this suggests one of the problems 


1 that would continually have to be 
faced in therapy. As long as his dependence on his therapist was safe an 


Suicide: The Personal Construct Point of View 271 


his world of important realities constricted to the therapy room, matters 
might be expected to go along smoothly. When the time came to venture 
out of doors there would be the danger of impulsive movements along the 
old dilation-constriction axis. Such movements would confront both him- 
self and his therapist with unanticipated developments and catch both of 
them unaware. 

On the face of it, suicide is always a constrictive gesture. What needs to 
be kept in mind is that constriction is movement toward one end of an 
axis, the other end of which denotes dilation. To be free to move in one 
direction along this axis implies freedom also to move readily in the 
Opposite direction. Together these poles define an avenue of movement, 
sometimes almost the only avenue of movement clearly open to a dis- 
turbed person. 


INTERLOCKING RELATIONS BETWEEN GUILT AND HOSTILITY 


: Not all psychological systems employ the constructs of guilt and hos- 
tility, Among those that do, an interlocking relationship is usually assumed 
to exist between them. Hostility is often seen as a way of alleviating one's 
feelings of guilt; guilt, in turn, commonly follows the realization that one 

as acted in a hostile fashion. 

i Personal construct theory, as we have seen, i s 

Ypes of experience in its own particular way; 2 way consistent with the 
assumptions and structure of its systematic position. For one thing, hos- 
tility and aggression are kept clearly distinct from each other. Clinical 
descriptions, therefore, come out in a somewhat different form. 


conceptualizes these two 


Distinguishing between Hostility and Aggression 


Aggression, in personal construct theory, is more nearly synonymous 
with adventuresomeness, especially adventuresomeness involving high 
Stakes anq persistent acti6n along a single chosen line. Hostility, as we 
Man already said, is a last-resort effort to achieve validation in one's 
€tpersonal realm by means of extortion, by à misleading manipulation 
of the data rather than by revision of the constructs that have proven 
themselves faulty. 
Both A. S. and his father appear to have been threatened by A. S.’s 
Mother. A, S, speaks of their “resenting” her efficiency. Better stated, they 
Were threatened by the form her aggression took. For father as well as 
tn, she served as a constant reminder of their precarious hold upon 
ibi R Initiative and the ever-present possibility of finding themselves to be 
tmed incompetents. Undoubtedly they were threats to each other too, 
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for each could see in the other an image of himself that was much too 

ible for comfort. . 
x^ the presence of this sense of threat they could have been — 
aggressive, or hostile; perhaps a little of each. With A. S. it seems E 
have been mostly anxiety, the feeling of chaos. But to the extent that he 
expressed his experience as resentment and took active measures to n 
with the threat, he was aggressive. And not to be overlooked are ue 
evidences of sporadic aggressiveness that appear all through the bio- 
graphical record. The indications of hostility are less clear, but then 
hostility is usually hard to detect from bare protocol. 


The Interviewers Impression of Passivity 


The interviewer was impressed with A. Ss emphasis of the "passive 
role.” He also notes that it was difficult for A. S. to request an a 
tion in the interview, even though he was apparently in severe pem. 3 
times. But how shall we interpret these two observations? Was he simply 
assuming the position that doctors expect of patients in hospitals? Was ? 
a gesture of helplessness or of aggressive eagerness to get a job done Ki 
being a doctor’s patient if necessary? The clinical evidence on this po!” 
would come more from the way he led out in steering the course of the 
interviews than from the posture he assumed or his failure to complain. 
He seems to have complained (“griped”) enough in the service. Besides, 
there are cultural differences here that often mislead a clinician. ad 

Another matter must also be taken into account. A clinician's theoretic? 
orientation affects the way he sees things. Since personal construct a 

hostilit: ggressi , 8/8 fae 
to show obvious hostility in the clinical eae ot "eh against 
the perception of aggressiv t 
this axis. But still A, S^ 


i ds O 

s : 5 range of positions with reference to the axis ic 
aggression remains undetermined, It is left for the psychotherapeut! 
series to clarify this critical point. 


> From w 
brain involvements of this 


with respect to aggression, 
with respect to hostility, whi 


Suicide: The Personal Construct Point of View 273 


A. S. may behave more aggressively as he recovers. If so, some of the 
onspicuously missing evidences of hostility may come to light also. 


Signs of Hostility 


Whenever a clinician deals with a suicidal attempt, he most certainly 
has to be alert to the hostile strivings that may be expressed in the act. 
Too often the suicidal person uses both his verbal warning and his actual 
"M attempt to extort validating evidence from those upon whom 

€ has come to depend for the confirmation of his social outlook. One can 
eden be quite sure about this until one has examined closely the case at 
to the conclusion is quite simple, if one always assumes that 
ay thas is the tendency to hurt or destroy something. In that case we 
srl the suicide was obviously a matter of hostility turned inward. 
Sexe si we go further and say that it turned inward because it could not 
Pis ully turn itself outward. This is perfectly painless logic; any 

B lan can follow it. 
dius ERAI construct theory 
as a dir nition of hostility is different; ore ion 
laste ective force but rather as a reference axis in terms of which be- 
i can be judged. When we look at A. S.’s act in this manner, we seek 

s Scover what he was trying to achieve. What did he expect would 
Ms ied If he thought his act would force his parents to concede to his 
On, there would be evidence of hostility. If, in some remote way, the 


Pis perceived as producing à kind of artifi 
trying " of life, that also would be evidence of -= 
and um prove his mother a murderer. But we have no suc evi ence at 
n" B here is not even a report of a suicidal warning being expressed by 
orate pd as we said before, hostility is a matter that is hard to elab- 
equately during the early stages of clinical contact. 


does not lead one to reason this way. 
furthermore, it is not envisioned 


cial validity for his con- 
hostility. Perhaps he was 


Control by Guilt 

stig that one has ordered one’s life by u aps deer ain 
hat is nat is awareness of role. To sense that one's role ies een ost— 
confo guilt. This is not to say that a person feels guilty when he fails to 
to "is T to the expectations of others; it is rather when he fails to conform 
others b aia of himself that he has based on his perception of what 

Guilt eheve and understand. 

resembles anxiety, althou 


nderstanding the outlooks of 


gh personal construct theory makes a 
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qualitative distinction between them. The loss of social role, the pee: 
has defined for oneself in the light of genuine social perceptions, is zn 
lies at the core of guilt. A person does not face conceptual a A m 
anxiety, but social excommunication in his own realm of values. T cpm 
guilt, he senses himself being cut off from the means of interpersona 
firmation and hence from his contact with social reality. e - 
Perhaps the clearest instance of guilt in A. S.s anamnesis : CRUS 
perience of finding that his mother's sister had died in the New bis 
hospital before he had got around to calling on her. We have to infer " 
experience, of course, but his quick ensuing shift of attitude and his imr 4 
diate effort to adapt to his mother's wishes regarding Mary strongly sug 
gests that he suffered sharp pangs of guilt on this occasion. H "1 
Here, too, we see the classic relation between guilt and hospi In he 
sponse to the guilt feelings he had written Mary to “break it off,” and 
had asked for his ring to be returned. Whe 
Was still a tie between himself and Mary, 
had tricked him. How could he handle h 
tricked again? Thus he felt guilty becaus 
his mother at a time when her sister was d 
the guilt feeling had brought him back in 
There is no evidence in the protocol t 
effect of his suicidal attempt on his role, 
; did he feel guilty about that? Or 


n it became apparent that there 
he says he was resentful. Guilt 
is mother so he would not 
e he had aggressively deserte 
ying, and he felt hostile because 
to tow. 

o itin how he felt about His 
He had tried to kill his mother $ 


i i 
uilt? Later, in Los Angeles, was x: 
ving relationship between himself 4 
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another person a contributor to his loss of role, his sense of guilt? Perhaps 
he could not tell her that he loved her because to do so would be to con- 
form to his parents! outlook toward Mary, and the substitute mate would 
always be a living reminder of his failure to confirm his own way of life. 


QUESTIONS 
Was He Trying to Terminate His Life or Validate It? 


We return to the fundamental issues posed earlier. Is there anything that 
Would lead us to believe that A. S. had dedicated his life to some purpose 
that would have to be abandoned if he remained alive? Certainly we have 
little to go on, but if there was such a purpose, it might have been to estab- 
lish his independence as a person. He was broke; he had just spent his last 
Quarter. He could have asked for help, but that seems to be the thing that 
he was determined not to do. To go without food would have brought 
Persons clattering to his relief, and he probably was already acutely aware 
9f doctor bills, Tf, indeed, there was a firm line that he was continuing to 
follow, it Seems that it RANA have been the line of independence. What- 
ever we infer from the protocol at hand, however, the matter is one that 
only the subsequent psychotherapeutic series could clarify. d 

Consider the two limiting conditions for terminating one's own life: 
Complete realism or complete chaos. Of the two, the latter seems to be 
much the more likely condition in A. S.’s case. He must have felt himself 
Confronted with inexorable reality at the moment he bought his last malted 
milk, but the picture as a whole is one of chaotic outlook, or anxiety, as 
ìt would be called in terms of personal construct theory. lt seems likely 
that he was trying to terminate his life more than to validate it. 

Interestingly enough, two of his last acts, the purchase of the malted 
milk and the bath seem to be directed by deep-seated constructions. The 
Constructs involved were probably preverbal; that is to say, they were not 
of an order that could easily be labeled or even easily talked about. He re- 
members the malted milk as one of the good things he was brought to eat 
after his tonsillectomy at age eleven. There is also a passage in the protocol 

at seems to express preverbal constructs: the one that tells of getting up 
farly in the morning and running downstairs to get dressed in front of a 
ied Stove. Somewhere among these elements the clinician might expect 
Stru ng vaguely formulated constructions that would help him to iced 
Š ct A. S/s state of mind just before swallowing the barbiturate capsules. 

uch g Teconstruction might throw light on A. Ss basic structure and 


ence x ; 
"pon his basic resources. 
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"Something Bigger than Myself^ 


The expression "needing something bigger than oneself" is an over 
worked cliché in inspirational discourse, but A. S. gives ita personal mean- 
ing by following it with the appositional phrase “ʻa feeling of understanding 
from home." He had come to depend upon this feeling of understanding 
a5 his evidence in hand for most of his construction of life and particularly 
for his construction of role relations. To say that one feels the need for 
something bigger than oneself is to say what is probably true of all of p 
What is bigger than self is the whole world of reality and the sense d 
being validly in touch with it. To be out of touch with it is to be out 0 
touch with the future and to realize that life's bridging of past and future 
has failed to cross the chasm. In the broadest possible sense, A. S. was 


4 r 
saying that he needed the restoration of the only sure contact he had eve 
felt with the world of reality. 


But Why Didn't He Get a Job? 


wi akes altogether, 4 
ore likely place was there to | a ur 

80 than the one a bap nt 
cal way of life. identified with 
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folks’ fault. Perhaps in South America there was more of the kind of per- 
Son Mary once was. 


PSYCHOTHERAPEUTIC PLANS 


Psychotherapeutic plans always have to take into account the personal 
Constructs of the therapist as well as of the client. Perhaps it is even more 
Important to take the therapist into account, because clients cannot always 
be depended upon to keep their therapists in line. This is by way of saying 
that, if A. Sis therapist is a psychoanalyst, it would be best to lay out the 
therapeutic plans in analytic terms rather than to risk the confusion of try- 
wd to follow personal construct plans seen through psychoanalytic spec- 
acles, 

From the standpoint of the psychology of personal constructs the task 
of PSychotherapy is to restore and accentuate those universal psychologi- 
cal Processes that characteristically make life an ongoing proposition. The 
Client needs enough structure to lay his wagers, channel his aggressive 
efforts, and accept his losses. He needs to experiment with some idea of 
What is at stake. He needs access to various forms of reality to be used as 
validational evidence. He needs to have a methodology for dealing with 
us world piecemeal instead of in catastrophic terms. He needs role rela- 
tionships so he can sift out social outcomes and maintain himself as a 
distinct individual, related to but distinguishable from other persons. He 
esl basic structure that will not be too much shaken by life's daily 
Vicissitudes. Finallv, he needs to look upon the objective of his therapy 
Not as a terminal state of well-being but as a course of action to be em- 

arked upon and continuously replotted throughout his life. 


Immediate Therapeutic Issues to Be Faced 

f In this case there is the matter of medical rehabilitation. The schedule 
or whatey, ollowing the tracheotomy will 
Fa to be fitted into the psychotherapeutic plans. Presumably there will 
39 be physical medicine treatment required. Assuming all treatment will 

on move from an intramural to an extramural basis, there will be the 
= Pd living arrangements and employment to be Eaten There 
ani be immediate adjustment problems to be faced: the way he me 
a i for himself to employment interviewers and to new acquaintances; 

"ig e will make use of recreational and educational resources; how he will 
tm hiş Psychotherapeutic interview appointments. i T 

ié he is to be treated in a Veterans Administration mental hygiene clinic 

Must be labeled a service-connected disability case. Whether or not 


€r structural repair is required f 


S 
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his military service was in any way involved, the very notion of service- 
connected disability is prejudicial to psychotherapy, especially in a case of 
this sort and especially as psychotherapy is understood from the position 
of personal construct psychology. It suggests, most unfortunately, that his 
psychological difficulties were caused by external events rather than by 
the way he had dealt with those events. 

If all these practical assumptions are correct, we think of A. S.’s psycho- 
therapeutic program being set up on an outpatient basis. Ideally the pro- 
gram should be initiated immediately and the long-range plans laid out 
as definitely as possible, while A. S.’s recent experience is still fresh in his 
mind and before the beginning of another type of adjustment takes shape. 
Certainly the relationship to his therapist, so important in this particular 
case, needs to be established immediately, and it should be clear to him 
that it will be maintained even after he is shifted to an outpatient basis. In 


Elaboration of the Construct System 
At the present stage we know t 


00 little about A. Ss personal construct 
system to be able to anticipate 


therapist wait patiently for the client to come around to his way of 
thinking, 

A. S. seems to be articulate enough to be able t 
of his outlook in words. In addition, he seems willi 
of confusion where words fail him but in w 
himself by gesture and tears. With this co; 
valuable in any client undergoing therapy, 
get some of the preverbal constructs expr 
to be examined and tested. 

This is only our surmise. If he begi 
terms of unworthiness and generali 
for a long, long series. If it appears 


9 express large portions 
ng to venture into areas 
hich he can at least express 
mbination of useful skills, so 
it should not be too difficult to 
essed at a precise enough level 
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it will be important to keep the elaboration of the construct system well 
compartmentalized and approach any kind of sweeping insight with cau- 
tion. Especially must one keep in mind the two slots already mentioned 
in which he might impulsively vacillate: dilation-constriction and aggres- 
Sion. Until the nature of these two construct dimensions is more fully 
known, the therapist will have to be doubly alert. 


Establishment of Working Relations with Parents 


One difficult issue will have to be settled by the therapist early in the 
game. Will he and the client try to establish a working role relationship 
With the parents, or will they keep the field constricted to minimize inter- 
action with the parents? This decision can be postponed for a time, until 
= is a further exploration of the client’s social resources, but not for 
ong. 

The chances are that therapy cannot reach do 
foundation unless the former course is taken. There is so much construing 
at the level of nourishment and primitive guilt that it is hard to imagine 
a simple substitution of an adult world of role relationships. Even if the 
therapist undertakes to accept a heavily dependent transference role, the 
parents, both mother and father, are still much too clearly part of A. S.’s 
world to be ignored. 

A. S. will not like this, I suspect. He will object, especially when he 
begins to feel that he has got a fresh grip on life. Every time the relations 
With the parents are explored he will perceive the old threats standing there 
before him: the mother keeping tight possession of the keys to reality and 
truth and the hapless father with whom he must identify in spite of himself. 
It will not be a comfortable picture, and he will probably become quite 
annoyed with his therapist for holding it up in front of him. : : 

But the picture is one he painted; it is not a photograph of his family; 
and this he must come to understand. It can be painted in other ways that 
àre no less accurate and far more revealing. Furthermore, the new picture 
Can be validated by aggressive exploration of the two parental personali- 
ties. It will take skill on the part of both members of the psychotherapeutic 
team, but it will be the way to make sense out of the new outlook and it 
Will provide deep roots for the new personality structure. 

It is customary for therapists to take a dim view of parents, especially 
of mothers. Because mothers play an important part in the personality 
development of clients, it is easy for therapists to imagine themselves in 
competition with them. Clients often anchor their inadequate construction 
in their mothers, and thus it seems to client and therapist both that those 


wn to a stable construct 
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constructions were foisted upon this poor mortal by a — eae 
Personal construct theory by its basic position permits us eim e: 
this subject-predicate error. Let us hope the theory can be usec i ^": 
the error in the case of A. S. as he is helped to reconstrue his ape apa 
sides, it is quite likely that the person who has suffered most in - ee 
is not A. S. but his mother. She has both guilt and anxiety to cope quot 
she is an aggressive person, she may try to handle her situation by d 
sive hostility and thus cut herself ofi from sympathy and support. Bu ve 
will not mean she is to be abandoned by a wise therapist or by a percep sks 
son. So it is with the father too. What more did he need to confirm 
icture of his own inadequacy? d 
j This is not the place is elaborate on the techniques that are Amps 
Írom personal construct theory. Certainly, each therapist will use "s 
theory to invent techniques that would not occur to others. Under "a ‘A 
sonal construct regimen clients often devise their own techniques. This E: 
it should be; for what good is therapy if it turns out clients who are n * 
tally aseptic and unable to conceptualize for themselves any new ways = 
coping with life, either good or bad? What good would it do A. S. a 
extricated from his Present confusion if he were to be left high and e = 
without the ingenuity to invent his way out of the next mess he gets into 


Let us hope that Psychotherapy will land him on his feet and arunning— 
forward, that is. 
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counselor in several vete 


I do not approach the problem of suicide as one who has thought inten- 
sively about it, still less as one who has done research in this area. I come 
to it as a college counselor, who from time to time faces the problem 
directly in the form of a student client who confides his suicidal impulses or 
intentions. This very morning, a student whom I have seen half a dozen 
times stood with his hand on the doorknob, as he was about to leave my 
office, and “remembered” that one of the things he had meant to tell me 
about, which had been slipping his mind week after week, was that some 
time ago he had given serious thought to the question of suicide. Next 
week, this will be a topic of our discussion. 

I have a week to prepare. Shall I speculate further on the dynamics of 
his problem? It is not trivial, and it is not implausible that it should lead 
to a genuine suicidal act. Nevertheless, I cannot imagine how my better 
understanding of it will help me to deal with this new facet of his behavior. 
Shall I give him reassurance, telling him that many quite normal persons 
toy with the idea of suicide or even experience suicidal obsessions without 
being in danger of actual suicide? Shall I admonish him, pointing out the 

' Dr. Carl E. Rogers has been kind enough to read the original draft of this chapter, 
and I have taken advantage of his insightful criticism to correct certain defects. Of 


course, this does not imply that he is in agreement. with all of its present content. 
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serious consequences to members of his family? Shall I reason with him 
about the futility of such a desperate last measure, which cuts off the 
possibility of attaining any of the satisfactions that life still holds? Shall 
I distract him, leading our discussion into other areas, hoping to arouse 
positive motivations? Shall I stall matters while I arrange to have him 
take a battery of projective tests in order to appraise the seriousness of 
the situation? Shall I ask him for further details and for his associations 
with the thought of death, hoping that I shall be able to give him insight 
into the fact that it is not really death he seeks in suicide but some sym- 
bolic satisfaction? Shall I plan to make a few suggestive allusions of my 
own that may serve as subtle reminders that suicide, like many other melo- 


€ acts, turns out to be less romantic in the execution than in the 
plan? 


procedures mentioned in 
de shall only be playing a role that parents and 
meaning friends have played before me, in the discus- 


wisdom, but I k is one. He may seem to accede to my 
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sees fit. When I meet the possibility of suicide, I find myself wishing to 
prevent it. In this instance, as in many others, my reliance on the reflec- 
tion of feelings is opportunistic rather than principled. It is possible, there- 
fore, that I have not the right to present the case for the use of the client- 
centered approach in the psychotherapeutic treatment of suicidal behavior. 

For Rogers, there is an essential connection between the permissive, 
democratic, client-centered philosophy that has respect for the client's 
Objectives as its cardinal principle and the techniques that he recom- 
mends. He writes [1, p. 421]: "Client-centered counseling, if it is to be 
effective, cannot be a trick or a tool. It is not a subtle way of guiding the 
client while pretending to let him guide himself. To be effective, it must be 
genuine." 

It is, in fact, not difficult to recognize the essential historical connection 
between the philosophy and the method. One must concede that its 
strategy, the constant focus on the client's feelings and personal meanings 
with avoidance of reassurance and other subtle forms of directiveness as 
well as of outright urging and suggestion, grew out of this respect for the 
client as a self-directing person. It does not follow that its tactics will 
be ineffective in the hands of a therapist who does not fully espouse the 
nondirective philosophy and tlie theories of personality that have grown 
up around it. Why may they not serve the skillful psychotherapist, even 
when he is directively minded? This question has considerable import for 
counseling generally, but it is especially relevant to any discussion of the 
handling of suicidal persons. Each of us recognizes that there is some 
point at which he ceases to feel free to permit the client to decide his own 
actions. For some, this point is reached as soon as we have decided that 
the client is immature. For others, it is not approached until the client 
plans seriously to perform violence upon another person. For most of us, 
it is reached when he plans violence upon himself. At this point, facing 
a matter of life and death, we feel that we must do something, whereas 
being nondirective seems to imply doing nothing. Emotionally, we are 
stirred to adopt some more directive procedure. . : 

Rogers has left no doubt about the fact that, for him, the declaration of 
suicidal intent is no adequate provocation to a change of method. On this 


point, I shall quote him at length [2, p. 46 ff.]: 


Where life, quite literally, is at stake, what is the best hypothesis upon which 
to act? Shall the [therapist's] hypothesis still remain a deep respect for the 
capacity of the person? Or shall he change his hypothesis? If so, what are the 
alternatives? One would be the hypothesis that “I can be successfully responsible 
for the life of another." Still another is the hypothesis, "I can be temporarily 
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responsible for the life of another without changing the capacity ai E 
determination." Still another is: "The individual cannot be responsible for c» 
self, nor can I be responsible for him, but it is possible to find sonion ^ 
can be responsible for him," --- Does the counselor have the right, profession e 
or morally, to permit a client seriously to consider psychosis or suicide as 


it appears that only as the therapist is completely willing that any outcome, pei 
direction, may be chosen—only then does he realize the vital strength of the 
capacity and potentiality of the individual for constructive action. It is as he is 
willing for death to be the choice, that life is chosen, 


pessimism, despondency, self-deroga 


have been associated with his suicidal thoughts. In my responses, I shall 


ditions that Rogers [3] has recently 


namely, that “the therapist experiei 


Client's interna] frame of reference and endeavors to communicate this 


, it would be futile to attempt to com- 
ideas or feelings in the hope that the client may 
persuaded to a change of conduct: In 
Ow these rules: (A) always reflect the 
pathy and not a Spectator’s appraisal. I should 
use I believe that the literature of client- 


forming my responses, I shal] foll 


: oui 8. ndirectivists have always 
delighted in pointing out tha 


chnique of reflection has its direc 
live aspect, because the therapist must decide what part of the client 5 
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the standards of his own self-concept, is to be guilty of a form of re- 
assurance, on the one hand, because exclusion seems to imply that this 
is a relatively unimportant element in the communication, and of ex- 
hibiting a reluctance to talk of unpleasant subjects, on the other. The 
bright cheery remark and the casual event, and even the sincere expression 
of hopeful optimism, can always be ignored safely. But anything that 
hints of fear or trouble must be reflected at its first mention without 
minimizing intent. It is this sort of utterance that costs the client most 
effort, and therefore it would be as gauche to ignore it as to praise the 
store cake and fail to taste the dainties our hostess has made with her 
own hands. 

That reflections must express empathy, and not appear to be the com- 
ments of a spectator, is also clear. Here, the tone of voice and the 
nuances of posture are quite important, but there is a matter of language 
that deserves some attention. The reflection of a statement of suicidal in- 
tent should never take such a form as *you want to do away with your- 
self" or “you can't see anything in life worth living for." The second 
person pronoun should enter very rarely into the counselor's vocabulary. 
One must be ready to share the feeling, whereas such statements disown 
it. Therefore one says, without equivocation, *it would be good to be 
through with living" or "there's nothing worth living for." One says it as 
if he has been convinced by the client's fate and as if ready to include 
this dismal outlook upon life as a part of one's own philosophy. Less 
than this would not be adequate acceptance. In short, one does not de- 
scribe the client's point of view as it looks from a leather-covered arm- 
chair, but one enters into his world. 

I do not feel myself dishonest if all the while I hold the inward hope 
that this person, whose worth I value and whom I truly respect as a 
person, will experience a change of heart or an influx of new courage. 
Occasionally, I have felt a strong temptation to notify some person— 
a parent, or a landlady, or a husband—that this unhappy patient should 
be watched. The belief that this decision is one for the person alone to 
make is one that I cannot hold with conviction; but I can pretend to 
myself that I believe it in order to refrain from taking what would be, 
I am sure, a foolish step and one that would only precipitate further diffi- 


culties. 
THE CASE OF MR. A. S. 


Up to this point, we have discussed only the handling of expressed 
suicidal intent on the part of clients being seen in therapy. However, the 
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greater danger of suicide lies most certainly with those deeply troubled 
students who do not come to the counselor’s office. Such a case was A. S., 
who when he found that “it was a real effort to study ... went to the 
doctor for a nerve tonic." He received some sleeping pills, which didn't 
help, and then he went off on his disappointing South American junket. 

If at this time A. S. had been successfully referred to the counseling 
office, the story he had to tell would have been very much like one that 
I find in my records, This student (let us call him B, T.) came for coun- 
seling, as many others do, because he had been having trouble concentrating 
on his studies, In the words of A. S., he did not know “what was causing 
all the trouble at that time," and he expected no more than a few sug- 
gestions that would help him to keep his mind from wandering—a sort 
of psychological nerve tonic. He was twenty-two, perhaps the very age at 
which A. S. dropped out of college. He too was quite youthful in appear- 
ance, for he spoke of his frequent annoyance when others mistook him 
for nineteen. He had the same sort of efficient and domineering mother and 
the same sort of Passive father, whom he described as “just there,” a sort 
of fixture in the home. He had the same history of feelings of inadequacy, 
which in this case were based in part on a disabling illness in childhood. 
There was the same feeling that his parents did not trust his abilities, which 
Was expressed in uncertainty whether they really wanted him to continue 
immediate conflict: the pledge of marriage 
nd reluctance to oppose his mother, who 
- Give or take a few nonessential facts, the 
when he quit college might have been the 
ere was no mention of suicidal impulses 
have figured in A, Ss story at the same 
least twice and had been i te that his father had attempted suicide at 


as in everything else. There 
et ^a no doubt that he feared he had inherited much of his father’s 
instability. 


I saw B. T. only three times, However, he came to see his relations 
to both his girl friend and his mother 


reported at the last of the i 


(which apparently would not 
juncture), but p. T. did st 
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at by me. The technique was almost solely reflection, but, as I confessed 
earlier, it was a brand of reflection that includes a bit of guesswork now 
and then; that is, I color my own responses with feeling tones or elements 
of general experience that seem close to expression in the client's think- 
ing, and this pushes him into exploration of his feelings somewhat faster 
than he might otherwise progress. I do not believe that this violates Rogers? 
necessary and sufficient conditions, already cited above, that “the therapist 
experiences an empathic understanding of the client's internal frame of 
reference and endeavors to communicate this experience to the client." 

To illustrate, I shall give a typical series of counselor responses that 
might occur in the first interview with such a student. To his statement 
that he "can't concentrate,” I am likely to answer, “When you try to 
study, other thoughts keep coming into your mind." When he has incor- 
porated this much into his account of his difficulties, the reflection ad- 
vances to the form, *all kinds of worries keep popping into your head." 
This sometimes leads to a denial, which I accept. “The things that bother 
you while you are reading are not really worries, just anything at all.” But, 
of course, the mention of worry is just as effective, shall we say in the 
unconscious or as a determinant of associations, in the negative as in the 
positive form. Soon there is an admission of something that does resemble 
a worry. This permits me to say, “This thing that is bothering you keeps 
pushing into your mind when you are trying to study.” Before long, the 
process of studying slips into the background, the client is talking about 
less academic matters, and I can limit myself to the accurate reflection of 
his feelings. This is, I must confess, a rather directed procedure, but it 
is one I would not know how to manage without the help of Rogers. 
Without the technique of reflection, I would be reduced to asking ques- 
tions, and every question would set up a block to free expression. 

However, A. S. did not get to see a counselor. He received some pills, 
then dropped out of college in midsemester, and went off to South America, 
Returning, he went to Los Angeles, vaguely intending to enter one of the 
colleges there. But he did nothing about this and spent his days aim- 
lessly thinking about finding a job, while his money dwindled away. With 
a little more strength or a little more money, he might have gone a step 
further with his plan, and the college counselor might still have had his 
chance, Later, A. S. described the therapy he needed at this time. He 
wanted “a feeling of understanding from home.” This simple phrase is 
reminiscent of a series of childhood and adolescent rebuffs. We remember 
how as a little boy he kept getting into fights, even though he usually 
lost and hated to lose, and he could never understand why his parents did 
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not take his side. Later, he did not understand why they did not rejoice 
in his success at gaining a sweetheart, Because he needed their approving 
understanding so much, he kept creating opportunities for it to take 
place, even though it never did. Surely, if the counselor had been 
fortunate enough to get his chance at this point, his most necessary func- 
tion would be to fulfill that need as far as it lay in his power to do so. 
That is, he would have had to follow the rules laid down by Rogers, re- 


of their serious import. This would be no matter of 3 hours’ counseling. 
feeling of understanding" were satisfied, 
e strength of the compulsion to create 
uced. In this minimal sense, at least, it 
herapeutic change of personality. 

e been disappointed if he expected to find a general 
theory of suicide as a part of the justification for the use of the client- 
centered method in dealing with suicidal behavior, On this point, too, we 
may listen to Rogers directly. After listing the essentials of any kind of 
Psychotherapy, he Specifically excludes certain factors as nonessential. 
Among these [3, p. 100 ff.] 


other types of client.... It js not sta 
knowledge , . . is Tequired of the therapist, , 


for Psychotherapy that the therapist have a 


: x PE 
n accura agnosis 0 
the client. curate psychological diag 


I do not fully agree with all the not s 
not the place to discuss them, Like m 
believe that my special professi 
Counseling situation, but Perhaps Roger. 
is more a wish than a fact. However 
psychologist who turns to the client 
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as this, the most pressing social problem is not to improve our therapeutic 
skills but to arrange the opportunity for using them. 
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other patterns have been outlined, and still others have been ignored. 
But it is difficult to hold these contrasts and similarities in mind unless 
they are selected and outlined, as this chapter hopes to do for the reader. 
The presentation below follows this outline: 
I. Theoretical approaches to suicide 
A. Theoretical bases of suicide 
B. Significant suicidal dynamics 
II. Analyses of the case of Mr. A. S. 
A. Qualitative descriptions 
B. Quantitative descriptions 
IIT. Therapeutic implications 
IV. Epilogue 


THEORETICAL APPROACHES TO SUICIDE 


Although each contributor represents a different theoretical point of 
view, it is obvious that the presentations must reflect the individual theorist 
as well. In other words, it is impossible to separate the general theories 
from the specific theorists presenting them. It is inevitable that each 
theorist will integrate, modify, and select from the theory with which 
he is identified elements compatible for him and tend either to eliminate 
or disregard what he cannot use. This, of course, does not apply to Dr. 
Kelly's chapter, where he is the originator of the specific theoretical ap- 
proach discussed. Thus, any theory presented by an adherent becomes a 
general presentation of its concepts and formulations colored and tinged 


with the personal perceptions and reflections of that proponent. 


Theoretical Bases of Suicide 


Psychoanalytic (Futterman) 

Theoretical background. 'The aggressive, destructive drive, or the death 
instinct (Thanatos), is postulated as another source of energy along with 
the sexual drive, or the life instinct. (Eros), and is subject to the same 
kinds of vicissitudes. A key concept is that neither drive operates in- 
dependently of the other, but they are fused in variable amounts, the 
fusion relieving the aggressive impulses of their destructive quality and 
permitting sublimation. The death instinct is characterized as essentially 
conservative, avoiding new experiences, and striving for a state of complete 
rest; it seeks the past and is under the domination of the repetition 


compulsion. 
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Theoretical bases of suicide. Fundamentally, the basis ned e sie: 
in the mere fact of a death instinct, which in its constant seeking o " = 
rest may find expression in suicide. Futterman refers to wd iius 
formulations by psychoanalytic theorists of the ways in whic 5 he 
seeks and finds expression; e.g., Menninger has distinguished t e ! 
ments as essential in all suicidal behavior: the wish to kill, the wis E s 
killed, and the wish to die. Suicidal behavior emerges when i E 
the aggressive drive from the sexual drive occurs so destructive oe € 
can emerge. The process in the melancholic, where there is a real T 
gressive explosion directed toward the self, is described as a vi eem 
incorporative one, with aggression appearing as a means of possess 4 
destruction. Self-destruction occurs because of the confusion between p 
ject and object. Lewin's ideas about sleep, the fantasy of sleep at E 
"good" ever-nourishing breast, as a model of immortality, happiness, s 2 
are related to cases of suicide in manic depressive psychosis and ek r x 
addict. Rado's concept of pharmacothymia and its relation to suicide : 
described in terms of efforts by the person to dispel depression cc 
and to substitute for it an elation that could last forever. Glover's dis 
cussion of bursting sensations that may result in suicide because of over- 


burdening of the psychic appa 
the internal catathymic crisis. 


ate that may help the 
re is a rapid — 
onality. Love and ha 


ature of the phenomenon of 
to be the following: (A) it is drastic; (B) 
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it mobilizes guilt, death 


wishes, etc, 
havior, it is primitive in character, 


spects in failure; (D) 
» in others; and (E) as motor be 


Psychoanalytic (Hendin) 
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is in keeping with modifications of earlier Freudian instinct psychology 
toward an ego or adaptational psychology. 

Theoretical bases of suicide. Freud’s basic contribution toward suicide 
and depression was the concept of retroflexed rage. However, we have 
learned much since. Depression itself we now see as a dependency adapta- 
tion with the self-directed rage viewed as a reaction to frustrated depend- 
ency. Expiation is now considered an important aspect of the psychology 
of depression (Rado), as is the pre-paranoid personality structure of many 
depressed patients. Depression, however, is not the sine qua non of suicide, 
and the psychodynamics of depression are not simply equivalent to the 
psychodynamics of suicide. 

The whole dependency constellation, whether depression is present or 
not, and attitude toward rejection and abandonment are as important as 
the ways in which aggression is handled in understanding suicide. Equally 
significant and most neglected psychodynamically are the patients’ at- 
titudes and fantasies toward death and dying. Great suicidal danger exists 
when the patient, consciously, in dreams, or in fantasies, views death as a 
source of gratification. The danger is also great when the patient is apa- 
thetic and views himself as already dead. In addition, death may also be 
viewed as a punishment and suicide as an atonement. Abandonment and 
death may be equated and the suicide may signify a retaliatory abandon- 


ment. 


Jung (Klopfer) 

Theoretical background. The monopolistic role of the ego is denied, and 
the self is described as the deeper center that maintains the contact between 
the individual and the world. There must be minimal contact between 
ego and self in order for life to be meaningful. Danger occurs, however, 
because the self has both a bright and a dark side; the latter, when it pre- 
vails, may make death seem more desirable than life. 

Theoretical bases of suicide. The person with suicidal tendencies has 
longings, rarely conscious, for a spiritual rebirth. In suicide, death is seen 
as the death of the ego, which has lost contact with the self and must re- 
turn to the womb of the magna mater to reestablish contact and to be 
reborn. The danger is that the archetypal force of the magna mater, which 
has both life-giving and life-destroying aspects, may result in self-destruc- 
tion rather than rebirth. The suicidal act occurs when (A) a dead-end 
situation prevails, with the feeling that life has no meaning and that mean- 
ing can be regained only through psychological rebirth; (B) the ego is 
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enveloped by the conflict; (C) the resentment may reach murderous 
proportions with rage directed against the person “responsible,” in which 
case suicide may then be an attempt to prevent such murderous acts; and 
(D) a lack of vitality makes it impossible to find some act/ng-out sub- 
stitute to release the tension. 

Suggested classifications. Some sample situations when death (not neces- 
sarily by suicide) may seem more desirable than life are (A) the possibility 
of a hero’s or martyr's death; (B) intractable pain or unbearable mental 
anguish; (C) counterphobic reaction to death, when death seems so 
horrible that a person prefers an end to horror to a horror without end; (D) 
reunion with a dead loved one; (E) the search for freedom, where the 
desire is not to be tied down to life or anything it contains; and (F) the 
search for closure, where an older person may long for death as a well- 
deserved closure to a rich and full life. 

Some of the phenomenological dimensions of the suicidal act are (A) 
collective versus individual suicide, where the culture sanctions suicide 
So it may even be performed under a strong collective impulse rather than 


under individual personal decisions; (B) active versus passive suicide, 


where, as an example of the latter, the captain may choose to go down 
with his shi 


[ ntion-getting suicidal behavior, where 


at, when developed, 
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in varying patterns: (A) pampered life style, in which suicidal tendencies 
develop in persons whose method of living has always been dependent 
on the achievements and the support of others; (B) inferiority feelings 
and self-centered goals, where self-esteem is low and suicide may offer 
the feeling of mastery over life and death; (C) degree of activity, which 
is high among suicides; and (D) veiled aggression, in which the suicide 
hopes to hurt others by hurting himself and maneuvers to influence others 
by creating sympathy. Although rare, there are cases of suicide among 
well-adjusted persons, as in situations where there is endless suffering, 
inhuman cruel attacks, or incurable and extremely painful disease. Epi- 
demics of suicides may occur, in which cultural attitudes toward suicide 
are important. 


Sullivan (Green) 

Theoretical background. By focusing on patterns of interaction that 
occur between particular persons within a particular milieu, human related- 
ness emerges as the core of character and personality. The self grows out of 
the organized experience of reflected appraisals by the significant others in a 
person's life, with personifications as the symbolic elaboration of organized 
experience which lead to the anticipations of particular kinds of interper- 
sonal events. Personifications occur throughout life, so unresolved conflicts 
occurring at different times may, in predisposed persons, precipitate mental 
disorder, sometimes manifested by suicidal attempts. Genetic formulations 
of personality are not attempted because these would interfere in the inter- 
action between patient and therapist. 

Theoretical bases of suicide. Suicide, as a destructive activity, belongs 
in the category of hateful and hostile types of integrations with other per- 
Sons. Freud's (early, 1918), Menninger's, and Rado's formulations on 
suicide are considered as sound. Additional factors important in suicide 
are anxiety, which is a result of inadequate personifications and which 
may produce antianxiety systems that may actually interfere with growth; 
and envy, which occurs when the person cannot feel a sense of his own 
worth. The various depressive syndromes, such as depressive reaction or 
involutional agitated depression, indicate extreme preoccupation with self- 
depreciating thoughts and are of especial concern. Special treatment must 
be considered for those who threaten suicide as a kind of emotional black- 
mail in order to avoid an unpleasant situation. Also, there are situations 
in which suicide could be called mature behavior. It is apparent that no 
single theory can account for all suicides. 
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Suggested classifications. Green finds most useful the classification "à 
gested by Weiss, which divided attempted suicides into three vien 
aborted Successful suicide, true suicidal attempts, and suicidal gestures. 


Horney (De Rosis) 


Theoretical background. Neurosis is seen as a failure in social as well s 
individual growth, with suicide as one type of failure of the pnt ea 
of the self. Man is not born with innate, destructive tendencies. Basica E 
if the infant is given an anxiety-free abundant environment, there will i 
Spontaneous development and growth. However, culture, religion, p 
and similar forces may cooperate with parents or parental ash 
produce distorted forms of self-development. The process i hip 0a "wd 
velopment involves the arousal of basic anxiety, a condition in whic d 
child, as he attempts to create Some consistency for himself in his hie 3 
learns to orient himself outwardly, a state of outer-centeredness. As ene 
child maneuvers to overcome this basic anxiety, he succeeds on eina 
levels and may develop feelings of superiority, but new sources of anxie it 
appear in the contradictory demands made upon him. An idealized katt 
develops, encompassing self-expectations and appraisals of expectation: 
of others. Alienation of the self occurs with the disparity between the 
and the development of the self. There 
ientation to life: (A) despotic and au- 
abnegating, and (C) resigned. 

- Four main factors underlie suicide: (A) 
(C) alienation, and (D) search for glory. 
atred in a framework of severe alienation may 
initiate suicidal behavior. Feats of daring and heroism, which may occur 


: ; es 
nay be unconscious self-destructive mov 


person “silently but actively co 
tion." This also is based on alienati 


ng the self, which may be disintegrating 
from the uninterrupted suffering. 


Suggested classifications, Suicide occurs in different ways depending on 
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the form of outer orientation: (A) despotic and authoritarian persons take 
the active step toward suicide; (B) self-abnegators die through neglect of 
the self in the search for others to fill self-esteem; (C) resigned persons die 
by inaction or by deíault. Active suicide is apparent in cultures where 
pursuit of power is important. 


Personal Consiruct (Kelly) 


Theoretical background. The personal construct theory assumes that we 
impose the singularity of our own thinking on life's events and that these 
events actually can be construed in many different ways. Each person 
validates his reality in terms of his own personal constructs. The theory 
discards well-known words such as learning, motivation, feeling, emotion, 
needs, and stimuli and redefines others. 

Theoretical bases of suicide. For each suicide the question has to be 
asked: What was the person trying to validate by his action? The choice 
of death by a particular person as a solution to his problems must be seen 
from Ais constructions. Two conditions under which suicide seems sensible 
are realism, where the course of events seems so obvious there is no point 
in waiting for the outcome, and indeterminacy, where everything seems so 
unpredictable that one might as well abandon the scene. Terms important 
in the understanding of suicide are (A) the basic postulate and choice 
corollary, or the psychological channeling of a person's processes by the 
ways in which he anticipates events, with the tendency to choose alterna- 
tives that seem to provide more validity to his construct system; (B) 
dilation versus constriction, as when a person grasps at more and more 
things or restricts himself to fewer and fewer things in the hope of making 
better sense out of events; (C) anxiety, the sense of chaos with feclings 
of helplessness; (D) threat, the result of finding oneself on the brink of 
a deeply significant change in the self; (E) hostility, or the extortion of 
confirming evidence for the validation of the individual's personal con- 
structions to preserve the status quo; and (F) guilt, or the feeling the 
person is left with when his perceptions of demands upon him from 
others are invalidated and he feels he has no role left and that he is thus 


cut off from the means of interpersonal confirmation. 


Nondirective (Diamond) 

Consistent with the nondirective approach, Diamond offers no theoreti- 
cal framework for viewing suicide but concentrates instead almost entirely 
on the therapeutic process and the philosophy with which nondirective 
counseling functions. This philosophy is based upon the fundamental tenet 
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of respect for the client as a self-directing person and a conviction in the 
dynamics of growth and cure within each individual. This is effected by 
avoiding all forms of directiveness and by focusing on the client's feelings 
and personal meanings. 


Significant Suicidal Dynamics 


Some dynamics and their relation specifically to suicide seem to appear 
both frequently and consistently in the discussions by the contributors. In 
order to see the relative significance and specific roles attributed to each 
dynamic, each contributor's comments about it have been summarized and 
grouped with the comments by the others about that same dynamic, al- 
lowing ready comparison for differences and similarities. 


Dependency 


Dependency is noted frequently as an important factor in the constella- 
tion of motives important for suicide or as significant in the general 
make-up of the Personality in which suicide can appear. Futterman does 


not elaborate specifically on dependency, but his references to Rado’s and 
Lewin’s formulations about th 


nourishing breast, and the frust: 


sis describes the neurotic dependency fos- 
an outer-centeredness, or a relationship to 
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life in which the person is overly dependent on persons and objects outside 
of himself. In suicidal behavior, a form of outer-orientation that he calls 
self-abnegation results in death that comes about because the person neg- 
lects himself in pursuit of the esteem of others. Cultural influences enter 
in that some religions, governments, and other systematized orders have 
idealized self-abnegation. Suicides then may be either many or few, de- 
pending on the way the authorities have formalized it. Although for Kelly 
dependency is a term that would probably drop out of his system as a 
motivational referrent no longer necessary, it still might be implied in his 
use of the concept of validation, in which a person may have learned to base 
much of his behavior on his interpretations of what is expected of him 
from a particular person. Without this validation, chaos and confusion 
appear. Kelly points out how A. S.'s mother was the principal validator of 
his constructions, so without her he could not make sense of his life. 


Aggression and Hostility 


Because the terms aggression and hostility are so frequently used inter- 
changeably, both are grouped together as a general concept in examining 
the roles they play in the presentations of our contributors. Futterman’s 
presentation of Freudian theory on suicide, of course, based as it is on 
the postulation of a separate aggressive, destructive drive, makes the role 
of aggression and hostility central for the consideration of suicide. It is in 
terms of the tracing of the vicissitudes of the aggressive drive and its 
varying relationships with the sexual drive that many Freudian theorists 
now concern themselves. Menninger, in particular, elaborates the role of 
the aggressive drive in suicidal behavior, feeling that within it can be 
seen at least three elements: the wish to kill, the wish to be killed, and 
the wish to die. Self-destructive activity emerges when there is incomplete 
or inefficient functioning of the neutralizing device of love. The earlier 
(1918) Freudian formulation of hatred expressed toward a rejecting or 
abandoning (lost) introjected love object falls in this category. In melan- 
cholia, aggressive explosions may occur as a result of the identification 
of the ego with an incorporated love object that has become lost either 
in reality or fantasy. For Hendin aggression is usually seen in reaction to 
frustrated dependency and its self direction may serve coercive, retaliatory 
and expiatory motives. Klopfer refers specifically to the building up in 
the person of resentment from the frustrating situation until, with the 
addition of other emotional forces, the resentment reaches a demoniacal 
level with murderous proportions, and uncontrollable impulses to kill 
oneself are experienced. Ansbacher refers to the veiled aggression of the 
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suicidal person and his desire to hurt others by injuring himself. Suicide 
is an act of reproach or of revenge in that it takes the forms of veiled 
attacks on others who will be most affected by it. Green includes among 
the neurotic conditions those in which persons childishly and spitefully 
threaten or attempt to kill themselves as a kind of emotional blackmail 
in order to avoid an unpleasant situation. Green also describes Rado's 
formulation of the depressive episode as one in which there is a real 
or imagined loss related to earlier real injury or loss. The reaction is 
coercive rage and guilty fear, with the increasing fear splitting the defeated 
rage into a smaller part that is repressed and a larger part that becomes 
assimilated into the guilty fear itself. The portion that is assimilated into 
the guilty fear is the portion that is turned against the individual him- 
self. This latter hypothesis is, of course, similar to the earlier theory of 


Freud, in which the now hated, introjected love object is the aim of the 
suicidal activity. Green adds 


disparity of development of the idealized 
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needs, and the superego is formed to mediate the conflicts. Guilt feelings 
(and anxiety) are produced to help dispel intolerable wishes from con- 
sciousness. They are used to fend off and transform what the ego has 
learned to recognize as dangerous (destructive) instinctual strivings. Hen- 
din stresses the factor of expiation as a motivational force, a kind of self- 
punishment for the anger felt toward a disappointing object. By punishing 
himself the person hopes to be forgiven and reinstated. In the sicker pa- 
tients the guilt of sin takes a delusional form and the self punishment ap- 
pears as almost an end in itself without any hope of being forgiven or 
reinstated. Klopfer, in discussing the case of A. S., notes how intense, 
unconscious guilt feelings may facilitate the contamination of the personal 
shadow by the archetypal shadow. Green implies guilt feelings when he 
describes the depressive syndrome, which is so important in suicide and 
in which the individual has come to be extremely preoccupied with selí- 
depreciating rumination. Although Kelly uses the term guilt, it is also 
redefined within the framework of his theory and refers to the feelings 
a person has when he feels no true role has been left for him. This occurs 
when he fails to conform to those expectations of himself that he has based 
on his perception of what others believe and understand and results in his 
feeling cut off from the means of interpersonal confirmation. Life makes 
sense in terms of various role constructs; when these have been invalidated, 


life no longer makes sense and the person suffers from guilt. 


Anxiety 

Although anxiety is a broad and general term, several of the contributors 
make explicit mention and place particular emphasis on this element in 
suicidal behavior. Futterman talks about the building of tension within 
the patient to the point where an internal catathymic crisis may take 
place; he relates it to Glover's postulations of bursting sensations that may 
result from an overburdening of the psychic apparatus with instinctual 
energy. He also refers to the anxiety of the child as, in his development, 
he experiences the ideas, fantasies, and wishes of the aggressive drive. The 
anxiety (and guilt feelings) that results helps in the development of de- 
fenses for handling such impulses. K/opfer refers to the ego being enveloped 
by conflict and being unable to disidentify itself from it when the emotional 
conflict that is largely responsible for the blocking makes the person feel 
that life is a meaningless, dead-end situation. Green states that, among the 
factors influencing the drive toward suicide, Sullivan specifically pointed 
to severe anxiety as an extremely important element in personality mal- 
functioning that may lead to suicidal behavior. De Rosis underlines the 
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concept of anxiety as a basic one in terms of neurotic growth. Anxiety is 
extremely important in the development of the idealized self, which can 
be disparate from the true self, so alienation appears a very dangerous 
state in relation to the possibility of suicide. Kelly calls anxiety the sense 
of chaos; a state of total anxiety occurs when the person feels that every- 
thing in life is indeterminate. One has no personal constructs available for 
events, so one is at the mercy of the events. The suicidal attempt is often 
a desperate bid for some kind of structure or certainty. 


Suicide and "Adjustment" 


Whether or not suicide can occur in relatively mentally healthy per- 
sons has long been a bone of contention. There are some who have argued 
that the mere fact of suicidal behavior is evidence in itself of psychosis, 
irrationality, mental illness, etc. If suicidal behavior per se is made 
equivalent to insanity, then such a conclusion must (tautologically) fol- 
low. However, if it is accepted that some emotional disturbance can occur 
in well-adjusted persons or that culture, religion, ethics, etc., can be 


Which the person could be considered well-adjusted, although such in- 
ides occurring in such situa- 
tacks, and incurable and ex- 
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the final act of self-responsibility.” Kelly describes how suicide may be a 
validating act and how some persons for different reasons stack the cards 
in the way they live in favor of death, such as guilt, exasperation, and 
serene resignation. For him, too, Socrates validated his life by choosing 
the hemlock, and Jesus validated his life by choosing crucifixion. In these 
cases, suicide becomes a natural outcome of convictions. 


ANALYSES OF THE CASE OF MR. A. S. 


Another method of examining the various approaches to suicide was 
effected by presenting each contributor a copy of the same anamnesis of 
a person who had attempted suicide, Mr. A. S., a twenty-three-year-old 
Caucasian, The reader has already seen from the presentations in the 
preceding chapters how each writer described what he thought occurred 
in A. S. within the framework of his theory. We may summarize the de- 
scriptions of A. S. in at least two ways. The first method, which might be 
called qualitative, groups the comments about A. S. made by each con- 
tributor in terms of the elements previously mentioned as significant in 
suicidal behavior. The second method, more or less quantitative in nature, 
presents the results of ratings or sortings of items about A. S. by most of 
the contributors. This was done by use of the Q-sort, a procedure that asks 
(and limits) each judge to describe the patient by means of the same set 


of descriptive statements. 


Qualitative Descriptions 

S. from the viewpoint of each contributor, 
ed to can possibly be discussed. To 
as of significance in suicide outlined 
notes how each contributor 


In examining the case of A. 
only a few of the many areas referr 
Some extent these are the dynamic are 
in the previous section. The following section 
Sees these dynamics functioning in A. S. 


Dependency 
All contributors see A. S. as a depen : 
mother on whom he was most dependent and who was the most important 


person in his family. Futterman mentions that A. S. cannot run the risk 
f death of the mother and that his 


of abandonment or the possibility © tus dn ‘ 
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marks that, for A. S., giving up the mot 
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could not face life on his own responsibility and made only abortive 5 
tempts to declare his independence. His desire in the suicidal attempt 2 
to let himself be swallowed up by the magna matcr because he felt he cou 
not live his life without her. Ansbacher points to how much A. S.'s eed 
spoiled him, resulting in the pampered life style, in which he felt he cou 
obtain everything easily with the help of others. The main conflict was seen 
as one in which A. S. was trying to hold on to (and remain dependent b 
both his parents and his girl friend. Green calls A. S. a dutiful mama's 
boy and feels that he was infantilized by the mother. The struggle Is 
likened to the infantile hunger emergency described by Rado. A. S. was 
utterly dependent on others for his self-regard. Green indicates, peas, 
that, although one might call A. S. passive, it did not mean that he was a 
Soft, weak person, unable to do anything for himself. De Rosis outlines 
the entire course of outer-centeredness that characterized the development 
of A. S., with the mother again specified as the principal agent who ges 
let the patient be anything other than dependent on her, Kelly indicates 
that the mother was the principal validator for the patient’s construct 
system and that, although he tried to validate his anticipations else- 
where, it was only with his mother that his constructions would lead to 
consistent outcomes. Diamond refers to the fact that A. S. seemed con- 
stantly to need his parent's approval and understanding. 


Hostility and Aggression 


Futterman sees A. S.’s suicidal act as, in part, an attempt to destroy the 
Superego figure (his mother) for all the Wrong that he felt she had done 
him. Hendin refers to the retroflexion of aggression that has occurred. 


the pampered child and strong indications 
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self-assertive. However, the suicide attempt itself is seen as a search for 
respite rather than restitution, with no basis in what he calls vindictiveness. 
Kelly refers to the sporadic aggressiveness on the part of A. S. in reaction 
to the feclings of threat he experienced in relation to his mother. How- 
ever, Kelly, like De Rosis, sees no substantial evidence of hostility, within 
his use of the term, specifically as A. S.’s efforts to extort validating 
evidence from the world for his constructs. Kelly sees the suicide attempt 


as an effort to terminate life rather than trying to validate it. 


Relationship with His Girl Friend 


The girl friend, Mary, was seen as serving different purposes and filling 
different needs. Futterman stresses the oedipal nature of the relationship 
with Mary and how A. S. was attempting to attach himself to a figure that 
might help him in freeing himself from his mother. Klopfer feels he gained 
Strength from Mary for his opposition toward his mother and that he 
Sought in Mary the positive, warm mother he desired. Ansbacher feels that 
the relationship with Mary gave him the strength to attempt to revolt. 
Green says A. S. was fortunate in meeting Mary, who appreciated him, 
and that she was important in allowing him the opportunity to try to 
love someone else. De Rosis and Kelly feel differently from the others; 
Mary was, in their opinions, relatively unimportant. De Rosis saw the 
alliance with Mary as superficial, for he feels that A. S. couldn’t really 
involve himself with anybody and was using her within his needs to rescue 
the underdog: Kelly saw A. S. as using Mary merely as a filler for the 


void that his parents had left. 


Other Significant Factors in Mr. A. Ss Suicide Attempt 


A number of other factors were noted by the different contributors as 
More or less significant in the case of A. S..F! 5 i 
there was a continuous building of tension that resulted in an internal 


Catathymic explosion, which then required some activity on his part, in this 
Case, a suicide attempt. Klopfer stresses the unconscious desire to be re- 
born and mentions that in the change of A. S.'s studies to sociology may 
be seen the symbolic expression of the desire to find a way to the outer 
Collective. Ansbacher describes the underdeveloped social interest, the in- 
feriority feeling, and the goal of personal superiority of A. S. He also 
Singles out the exogenous factor present, specifically running out of money. 
Green stresses the envious craving in A. S. of what others had. De Rosis 
Sees the patient as without hope, alienated, and suffering and as involved 
in the search for glory for some means to aggrandize his feelings of self. 
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Kelly sees much anxiety and chaotic confusion in A. S.’s system as a result 
of his parents' actions in invalidating his constructions. As a result he felt 


guilty (loss of role constructs), and he was left with the task of finding 
new meanings for his life. 


Quantitative Descriptions 


The Q-sort procedure was selected as a way of quantitatively presenting 
the similarities and differences in viewing A. S. that occurred among the 
contributors. This is a technique, devised by Stephenson [6], that requires 
each rater to sort the same items, previously selected as relevant and de- 
scriptive for the task at hand, into categories ranging from most charac- 
teristic to least characteristic for a specific patient. In general, the main 
purpose of employing the Q-sort is to enable persons of different points of 
view to indicate their judgments of the same person in terms of the same 
traits or items. The number of items to be placed in each step is predeter- 
mined so fewest items are in the extremes and most of the items are in the 
middle steps. In our procedure, nine steps and 76 items were used.* The 
items used are reproduced in Table 20-1. The following distribution of 
items in each of the nine steps was required: 3, 5, 10, 12, 16, 12, 10, 5, 
and 3, where the first Step was most characteristic of A. S. and the last 
Step was least characteristic of him. One advantage of the Q-sort is that 
it forces all raters to have identical means (average) and standard devia- 
tions (dispersion), thus permitting rapid intercorrelations without the 


complexities involved with varying distributions. Six of the contributors 
to Part II completed Q-sorts for A. S, 


Table 20-1 lists each Q-sort item an 


d indicates the rating (from 1 to 9) 
given to each item by each sorter. 


to place three items in each of steps 
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TABLE 20-1 


IrEMS AND THEIR RANK AS Q-soRrED For Mr. A. S. Bv CONTRIBUTORS 


Item 


Rank 


Futterman Klopfer Ansbacher Green Kelly Diamond Average 


. He likes and seeks the companionship of others 
. He usually withdraws in social situations 


. He is obviously uncomfortable in his contacts with au- 


thority 
He gives in immediately when attacked 


- He seems to adapt to his environment quite well 
. Nearly all his interpersonal relationships are superficial 


- He meets aggression from others with counteraggression 
. He has very few friends 


. He blames himself when criticized 

. He has difficulty in relating to people 

. His contacts with authority are marked by strife 

. He draws into himself in interpersonal situations 

. He has quite a few relatively warm interpersonal relation- 


ships 


. He does not invest affect in his interpersonal relationships 
. He is constantly fighting his environment 


women 


. He goes out of his way to please people 
. He accepts rather passively any impositions made upon him 


His social adjustment seems satisfactory 


4 2 3 3 2 3 3 
2 6 5 4 6 4 5 
4 3 6 5 5 1 4 
6 4 5 4 6 7 5 
6 5 6 5 7 8 6 
2 7 4 3 1 4 4 
9 5 5 8 3 5 6 
4 4 2 $ 3 3 3 
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4 7 y 7 6 6 6 
. He is rather cold and impersonal in his interactions with 
5 8 7 § 5 2 5 
6 1 6 2 5 3 4 
2 3 5 5 4 6 5 
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Item 


TABLE 20-1 
Irems AND THEIR RANK As Q-sorTeD For Mr. A. S. pv Contrrputors (Continued) 


Rank 
Futterman Klopfer Ansbacher Green Kelly Diamond Average 


20. He tends to retreat from the stress and strain of every- 
day living 
21. He meets the demands of his environment in a rather rea- 
sonable fashion 
22. He escapes in fantasy when threatened 
23. He tries to manipulate those around him to serve his own 
ends 
24. He is uneasy and uncomfortable around other men 
25. He becomes quite aggressive in most social situations 
26. He generally feels accepted by others 
27. He behaves rather passively in most situations 
28. He responds well to most of his environmental demands 
29. He reacts in a hostile and aggressive fashion in his inter- 
personal contacts 
30. He is unable to recognize affection when it is offered to him 
31. He retreats when people become aggressive toward him 
32. He competes very strongly with father figures 
33. He gets along quite well with his superiors 
34. He withdraws immediately at the slightest hint of rejection 
35. He becomes actively hostile when he is criticized 
36. He is only mildly responsive to friendly approaches from 
others 
37. He is generally composed and at ease with authority figures 


7 s 1 3 1 $ 3 
6 3 6 s 8 6 
3 4 3 1 5 4 3 
4 7 2 3 3 6 4 
5 5 4 2 3 3 4 
6 6 7 8 5 5 6 
6 6 6 9 9 7 7 
3 2 1 3 4 5 3 
6 3 6 6 5 8 6 
6 7 7 8 4 6 6 
3 8 7 4 5 4 5 
3 4 3 4 6 5 4 
6 5 7 6 6 5 6 
6 3 5 3 5 9 5 
5 3 5 1 7 2 4 
4 6 5 6 4 4 6 
3 7 4 3 3 2 4 
6 5 5 5 6 6 


Item 


Rank 
Futterman Klopfer Ansbacher Green Kelly Diamond Average 


38. He is quite responsive when people show an interest in his 
welfare 
39. He faces unpleasant situations in a direct manner 
40. His immediate response when threatened is to fight back 
41. He gets along well with most people 
42. He responds gratefully to positive gestures from others 
43. He is quite passive in most of his interpersonal contacts 
44. He adapts easily to social situations 
45. His friendships seem rather stable and have relatively few 
conflicts 
46. His relations with mother figures are fairly happy 
47. He yields meekly to the demands of others 
48. He responds immediately to any show of tenderness or 
affection 
49. Rejection from others only makes him more aggressive 
50. He is tactíul and considerate with other people 
51. He runs away from hostility in others 
52. He seems to handle criticism quite well 
53. Friendly gestures from others arouse his suspicion and 
hostility 
54. He is quite responsive to social stimuli 
55. He rarely responds to positive gestures from others 
56. He runs away from any show of tenderness or affection 
57. When others show an interest in him, he immediately be- 
comes aggressive and demanding 
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7 4 2 3 4 3 4 
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TABLE 20-1 
ITEMS AND THEIR RANK AS Q-sorTED FOR Mr. A. S. Bv Contrisurors (Continued) 


58. He has little difüculty in dealing with other people 
59. He is responsive to the needs and wishes of others 
60. He likes to have people show an interest in him 
61. He avoids any display of friendliness on the part of others 
62. He responds in a realistic fashion to hostility from others 
63. He responds passively to any positive gestures made to- 
ward him 
64. He actively seeks social contacts 
65. Even the mere presence of other people produces immedi- 
ate withdrawal in him 
66. He tries to dominate other people 
67. He gets along quite well with other men 
68. He actively rejects affection from others 
69. Almost any social situation arouses aggressive behavior on 
his part 
70. He seems quite meek in most of his interactions with others 
71. He shows decreasing involvement in social contacts 
72. He adapts fairly easily to authority demands 
73. He becomes negativistic when people show a friendly in- 
terest in him 
14. He is rather neutral toward others 
15. He is rather reserved in most situations 
16. He accepts affection passively 


Rank 
Futterman Klopfer Ansbacher Green Kelly Diamond Average 
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withdraws readily, he is very sensitive both to rejection and to show of 
affection, and he tries to please others in his relationships with them. If 
the average of the ratings for each item is obtained, eight items with a 
rating of 1 to 3 are found. Six of these duplicate the items obtained by 
the other method as most characteristic, and the other two items (8 and 
22) add that A. S. felt he had few friends and tended to escape into 
fantasy when threatened. 

Looking at the items considered to b 
12 items were consistently placed in the last tw 
more of the raters. These items (7, 19, 26, 39, 40, 52, 57, 61, 62, 66, 68, 69) 
describe A. S. as one who could not handle criticism or be realistic about 
hostility directed toward him and who could not dominate others, face 
unpleasant situations directly, or fight back and be counteraggressive under 
threat. He was not a person who felt either accepted or socially adjusted. 
Also, when items with average ranks (also shown in Table 20-1) of 7, 
8, or 9 are examined, 10 items are obtained with 7 of these duplicates of 
those found previously. The three new items (45, 55, 56) add that A. S. 
was unstable in his friendships and had many conflicts but did respond to 
positive gestures and to show of affection from others. 

It is of interest to note that only three items evoked real disagreement 
among the raters as evidenced by the fact that the same item was ranked 
in both the first two and the last two steps by two of the raters. These 
items (16, 46, 72) indicated marked differences of opinion as to whether 
the patient’s relationships with mother figures were happy, whether he 
was impersonal with women, and whether he adapted easily to authority 


demands, 

Some items describing A. S. were Very consist 
tributors; that is, they were either placed in the same scale step by four 
Or more of the raters or the range in rating each item was no more than 
two. For example, two items were given the same rank by four of the six 
raters (53, 14), and eight other items were relatively consistently rated 
(8, 60, 32, 41, 45, 53, 60, 8). ‘The contents of these items, however, do 
not change the description of the patient already obtained. 

The question of how the contributors agreed among themselves may 
be seen from Table 20-2, which presents the intercorrelations among the 
six raters who did the Q-sorts for A- S. The reader will note at least two 
important facts about the figures presented in this table. The first is that 
there are no negative correlations; that is, in no case did any one expert 
rate an overwhelming number of items in more or less direct opposition to 
the way any other expert rated them. Another way of saying this is that 


e least characteristic of the patient, 
o steps (8 and 9) by two or 


ently rated by the con- 
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TABLE 20-2 
INTERCORRELATIONS BETWEEN CONTRIBUTORS ON Q-sorts For Mr. A. S. 


Contributors Futterman Klopfer Ansbacher Green Kelly Dia mond 
Futterman 21 21 38 .06 23 
Klopfer 48 EU 16 de 
Ansbacher 53 .56 rs 
Green 38 33 
Kelly .50 
Diamond 


all the experts tended to rate the same items on the characteristic side 
and the same items on the noncharacteristic side, though they may not 
have placed them in exactly the same steps. " 

On the other hand, the intercorrelations are all relatively low, ranging 
from .06 to .56, with a median correlation of .33. This seems to indicate 
that none of the experts tended to agree consistently with any of the 
others in the way in which he described A. S. using these particular at 
endéncy was consistent, as mentione 
, to place the items on the same side of the scale. 

It is possible to State, very roughly, that certain raters were more Of 
less like other particular raters in their ratings by arbitrarily defining P 
correlations of .48 and above as more alike and those correlations of 2 
and below as less alike (the upper and lower quarters of the distribution) 
and those correlations in between as intermediate. Table 20-3 shows this 


TABLE 20-3 
INTERCORRELATIONS BETWEEN 


CONTRIBUTORS ox Q-sorts For Mr. A. S 
Contributors Futterman 


: p id 
Klopfer Ansbacher Green Kelly Diamo! 


Futterman = x 0 = 0 

Klopfer $ 0 piss LS 

Ansbacher 0 
+ + 

Green 0 0 

Kelly 4 

Diamond 


T —— e — O resi 


" — 0 
with + indicating those more alike, — indicating those less alike, and 
indicating those intermediate, 
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: It may be unnecessary to remind the reader that the statistical findings 
indicated above refer to the individual raters and do not necessarily accrue 
to the schools they represent. 


THERAPEUTIC IMPLICATIONS 


This section summarizes the therapeutic implications for the treatment 
of A. S.'s suicide attempt and of suicidal behavior in general, as presented 
by the several contributors. In presenting their suggestions most of the 
contributors offered both specific suggestions for the treatment of A. S. 
and practical and theoretical suggestions that are generally useful in the 
therapeutic management of self-destructive behavior. 


Futterman 


Futterman stresses the need to examine the important question of 
motivation for treatment of A. S. as one would for any patient. Although 
A. S. gives some negative indications of motivation for therapy in his 
lack of inner-directed concern, continued use of projection, low frustration 
tolerance, and ready tendencies to escape rather than working through, 
there are some positive signs in terms of good intelligence, good school 
record, and adequate service record. The kind of psychotherapy decided 
on is important, and for A. S. supportive rather than intensive psycho- 
therapy is suggested because it has been found to be most effective for 
depressions at the beginning of therapy. It may include or lead to inter- 
Pretations, but the therapist must be ready to postpone these if the patient’s 
tension rises too high. He must be prepared for severe oscillations in 
instinctual urges, with the possibility of sudden severe crises occurring 
without warning, In neurotics with reactive depressions psychoanalysis 
may be the treatment of choice, with the therapist being ready to work 
with guilt feelings, problems of transference, and feelings of abandonment. 
Depressed patients make considerable demands to which the therapist 
May yield at times, but he should be aware that this does not dissolve 
the needs but rather helps to continue them. The important question of 
whether the therapist who would treat the patient in therapy should also 
See him in the hospital is also raised. Futterman feels (in contrast to 
Hendin and Kelly) that there are too many disadvantages to such a proce- 
dure, such as distorting and confusing the relationship for the patient and 
involving the therapist in the authoritative emergency situations that 
arise in the hospital. If the patient has been in treatment and then is 
hospitalized, it is even more important for the therapist to avoid the 
restricting authoritative role and to preserve, as much as possible, the 
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original therapeutic relationship. Adjunct therapy with the patient's rela- 
tives always presents a problem, but occasional interviews with parents or 
spouse could be held if they are spaced so as not to interfere in the therapy 
of the patient. If the relatives need therapy, they should be sent to another 
therapist. 


Hendin 


Dealing with suicidal patients does not imply a radically different ap- 
proach from general problems encountered in psychotherapy. Suicide is 
but one aspect of the patient's total problems. It must be dealt with first 
and effectively, however, or there 
the others. The two biggest safety factors are to start t. 


herapy while the 
patient is in the hospital after an attempt ( 


to see how soon a good thera- 
know the psychodynamics of 


the very aggressive paranoid 
efore and after the suicidal attempt 


j | e up within A, S 
the immediate Situation wh 


Cating a less dependent, less 
ere would, in addition, be less 
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preoccupation with his height on which he has focused his feelings of 
low masculine self-esteem. 


Klopfer 


The general goal of any therapy is to free the ego of its pseudomonopo- 
listic, egocentric position and allow it to seek contact with the self. Sui- 
cidal patients must be taught to understand the suicidal attempt as a 
symbolic expression of the psychological act of rebirth and have to be 
informed about the danger that the night journey may end in destruction 
rather than in rebirth. A. S. must be taught to free himself of the anger 
against his mother so he can understand the above and can reach the point 
where he can use some of his positive elements more constructively, e.g., 
ambition and good intelligence. An important aspect for any therapist to 
Consider in working with a suicidal patient is his own (the therapist’s) 
ability to face up to death, for the counterreactions (or countertransfer- 
ence) of the therapist toward the suicidal patient may interfere in the 
treatment. The therapist must be able to come to a successful reconcilia- 
tion with the reality of death in his own personal philosophy. 


Ansbacher 


The objective of therapy is to enable the patient to take a better, more 
Self-reliant attitude toward life. Cure is effected by correcting the faulty 
picture of the world the patient has, allowing him to accept a mature 
Picture of the world, and strengthening his social interest. The task of the 
therapist is to understand the patient’s style of life and to impart this 
understanding to the patient. For A. S., one would show him to himself, 
getting him to see that he has been constantly seeking protection and 
resenting it when he did not get enough, although he could probably never 
be satisfied anyhow. Also, the patient might be helped toward some con- 
Structive activity by emphasizing his positive qualities, including pursuit 
of à vocational goal. Training for leadership by role playing might be 
Considered, Through learning to view himself more realistically, he might 
learn to respect others and to wish to take care of them instead of de- 


manding that they take care of him. 


Green 


In general, the therapist should treat suicidal fears and threats in ob- 
Sessional neurosis very roughly, directly, and forcefully, first making cer- 
tain there is no indefinite obsessional schizoid condition. To take such 
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threats seriously in the former condition is to collaborate with the neurosis. 
In contrast, the therapist should be very cautious in his approach to de- 
pressive psychoses and manic depressions, feeling free to use hospitaliza- 
tion, if necessary, to protect the patient. Sharp diagnostic skill is needed 
in both instances to know when therapy can reach the patient and when 
collaborative participation can occur. Sullivan remained pessimistic about 
therapy with manic depressive psychotics, feeling he could not reach them, 
but Fromm-Reichmann felt that one could try to help them become aware 
of the destructive tendencies they felt toward others and to inquire into 
their depressive feelings. The therapist must not feel that suicide is shame- 
ful and reprehensible. He must be aware of his own needs to cure the 
patient and be able to tell the patient that no other person can be totally 
responsible for the suicide of someone else. The patient should be made 
to realize that therapy would be wasteful if he is beginning therapy with 
the reservation of an escape into suicide. 

In the treatment of A. S., the first goal is establishing a working rela- 
tionship so he can respond to and collaborate with the therapist. He has 
to learn to understand his relationships with his parents and with others, 
to give up his dependency on his mother, and to recognize his own limita- 
tions and infantile conflicts. The therapist collaborates by sharing the 
patient's feelings of loneliness and despair without agreeing to the hopeless 
feelings and colluding with the magical expectations. During the patient's 
maturation in therapy, one might expect the patient to test the therapist 
and to imitate him. The latter might Serve a positive, educative function. 
Prognosis for A. 55 as with all suicidal patients, would be guarded until 
the crucial point is reached at which the insights 


gained in therapy a 
worked through and integrated by the patient. SINUS 


De Rosis 


As in all therapy, the therapist-patient relationship is the most important 
single factor. The therapist must convince the patient he is on the side 
of the patient's self and not that of his idealized self. The therapist must 
accept the fact of equality of selves, even though he has pie the 
burden and the responsibility of helping another person “The 
must be constantly on the alert for feelings of self-hatred 
and intolerable suffering. To do this he must watch for the kin 
tions that, unattained, produce self-hatred. He has to evalu. 
bilities for discharge of these feelings by the 
environment, but also on the therapist. 
therapist must approach carefully those 


The therapist 
hopelessness, 
d of idealiza- 
É ate the possi- 
patient, not only in the general 
In the aggressive person, the 
areas the patient might have 
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idealized, because frustration in these will produce self-hatred. For the 
self-abnegator, he should allow the patient to ally himself and to depend, 
using these devices to work through his problems. The therapist has to 
estimate and evaluate the amount of self present. and if it is felt to be 
insufficient, supportive rather than interpretive therapy is called for at 
first. If the patient seems able to express and to exact demands, the danger 
of suicide is less. Particular care must be paid in depressions when the 
person seems to be emerging from the depressed state. If drugs are used 
by the therapist, he should use adequate amounts, for inadequate dosages 
for persons filled with the sense of incipient. disintegration will deepen 
and prolong their feclings of anxiety rather than relieve them. 


Kelly 


Generally speaking, the task of psychotherapy is to help the patient 
approach the various forms of reality to be used for validating his system, 
providing him with both a methodology for handling his world and with 
role relationships that will help him distinguish his own individuality. He 
must learn that the goal of therapy is not a final state of well-being but a 
continuing course of action constantly to be changed as needed. Personal 
Construct theory tries to help patients devise their own techniques so they 
can handle future problems. The personal constructs of the therapist are 
extremely important and must be taken into account in considering the 
therapeutic plans. 

For A. S., medical rehabilitation, not only for his immediate suicidal 
attempt but also for whatever other physical conditions may be present, 
Will be important. Living arrangements, employment, recreational and edu- 
cational resources, and management of his interviews for psychotherapy 
must all be considered and discussed. 1t is important that therapy should 
Start immediately with long-range plans made as definite as possible, thus 
firmly establishing the relationship to his therapist. It would be a mistake 
to wait too long to start therapy. A- S.’s personal construct system needs 
to be reformulated in his own words, à task at which both patient and 
therapist should work together. A. S. seems to be verbal enough to be able 
to conceptualize himself in this way- If A. S. continues to employ terms 
of unworthiness and hostility, elaboration of the construct system must be 
kept well compartmentalized and the therapist must be on the lookout for 
Impulsive vacillation along dilation-constriction and aggression dimensions. 
As long as A. S. feels dependent and safe with his therapist in the therapy 
Toom, matters may be smooth but venturing outside to other situations 
may cause such impulsive vacillations. It seems probable that the parents 
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will have to be included in the therapy plans, for they are still too im- 
portant in A. S.’s world to be ignored. A. S. may object to this but can 
be brought to see the usefulness and the necessity. 


Diamond 


Discussing suicidal behavior as it occurs clinically, Diamond concen- 
trates on the process within the therapy. He feels the therapist must have 
an empathic understanding of the client's internal frame of reference and 
must try to communicate this to the patient. Reflection of feeling is seen as 
the most useful technique, permitting the therapist to avoid the roles that 
parents, teachers, and well-meaning friends have played before. The mo- 
tivating force in the therapy will be the patient's need to be understood. 
Although Carl Rogers feels that a therapist must be completely willing 
that a client may choose any outcome or direction and that a patient's state- 
ment of suicidal intent is no adequate provocation for a change of method, 
Diamond states that he does not feel content that each client can dispose of 


mself wishing to prevent it. 


bjects; (B) Express empathy 
ing through the tone of voice 
: t 1 above would serve for the pa- 
tient with expressed suicidal int ly the greater danger lies with 
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patients, depressive psychotics, manic depressives (Green, Futterman), 
aggressive paranoid patients, and anxious persons with apathy and guilt 
(Hendin, Kelly) is especially significant. In the course of the treatment, 
the therapist must watch carefully the period when the patient seems to be 
emerging from the depression (De Rosis) and be alert for sudden alterna- 
tions in feelings of fear, rage, and love (Futterman, Hendin, Kelly) and 
especially sensitive in anticipating and handling the patient's demands 
and testing of him in the relationship established (Futterman, Hendin, 
Green, De Rosis, Kelly). He should be alert for tendencies of the patient 
to demand of himself as well, producing feelings of worthlessness and self- 
hatred (De Rosis) and note carefully the kind of dreams reported by the 
patient, particularly when the dream implies that death will be a source 
of gratification (Hendin). Special importance is attributed by the therapist 
to knowing what his own feelings are toward death and suicide (Klopfer, 
Green, De Rosis, Kelly, Diamond). If the patient is depressed, sup- 
Portive rather than interpretive therapy might be considered (Futter- 
man, De Rosis), although if there is no evidence of psychotic tendencies, 
the suicidal threats and fears may be treated rather roughly (Green). 
The patient may be taught the symbolic meanings of his action, apprised 
of the real danger of dying from his act (Klopfer, Green), and encouraged 
to take more self-reliant attitudes toward life (Ansbacher). The patient 
has a faulty picture of the world, and he should be helped to see it dif- 
ferently (Ansbacher, Kelly). Therapy of the patient may be helped by 
Seeing the relatives (Futterman, Kelly), but no attempt should be made 
by the patient's therapist to treat them (Futterman). There is a difference 
of opinion about treating the suicidal patient in the hospital, with the 
feeling that to do so would interfere with the therapeutic relationship to 
€ established (Futterman) contrasted with the recommendation that to 

delay Starting therapy is undesirable and that the time in the hospital 
Should be used to evaluate the patient's motivation for therapy (Hendin, 
Kelly). The therapist should deal actively and directly with the patient's 
Practical problems of work, school, etc. (Hendin, Ansbacher, Kelly). Some 
of the techniques suggested include psychoanalysis for neurotics (Futter- 
man), physiological and chemical treatment (Green, De Rosis) (with 
the caution that, if drugs are used, they should be used in adequate 
amounts) (De Rosis), role playing (Ansbacher), and reflection of feeling 

lamond). 

i In &eneral, it becomes apparent that, although there is no one kind of treat- 
thame that could be selected and singled out as appropriate for all suicides, 
1S considerable agreement as to the general lines along which therapy 
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would proceed. The treatment will vary depending upon the kind of pa- 
tient, the nature of the suicidal attempt, and the theoretical framework 
within which the therapist operates. This diversity, however, should not 
be misinterpreted; rather the findings imply that a therapist who manifests 
sensitivity, warmth, interest, concern, and consistency, within his own 
theoretical framework, may be of inestimable v. 


alue to the suicidally 
troubled patient. 


EPILOGUE 

Before concluding this chapter, it wi 
happened to A. S., a question that u 
readers. The unfortunate fact is that his fate is unknown to us. A. S. was 


discharged from the hospital three days after the interviews were con- 


cluded and, despite strong and urgent recommendations both to him and 


lp or to continue his contact with the 
gain. Further attempts to trace him to a 
nd he and his parents simply seemed to 
es. The likelihood is that they have re- 
town; at any rate, letters sent to them 


east he has not appeared on the suicide 
Coroner to date. 


ould be of interest to tell what had 
indoubtedly has occurred to many 


contact and little appreciation v f 
son's special problems. If anythi i the suicidal pe 
tility and rejection by m 
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has just tried to put himself out of reach of help” or “this person is so 
ineffectual he couldn't even do an adequate job of killing himself.” 

A. S. would have had no psychiatric contact while in the hospital, had 
he not just happened to be there at the time when our psychiatric team, 
collecting data for our continuing study of suicide, was there. It may be 
noted here that, with the aid of a U.S. Public Health Service project grant, 
we have established a suicide prevention service (see Chapter 2) designed 
to meet the needs of patients admitted to a hospital in an emotional suicidal 
state by, after comprehensive interviews and examination, referring them 
to appropriate therapeutic resources within the community in response to 
their clearly implied cry for help. 
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PART III 


Bibliography 


Bibliography on Suicide, 1897-1957 


Compiled by 

NORMAN L. FARBEROW AND EDWIN S. SHNEIDMAN ! 
with the assistance of 

EUGENE A. BOUVIER 


This bibiography contains the references for publications on suicide 
Which have appeared during the period from 1897 through 1957. T he vear 
1897 was chosen as a starting point because it was the year in which Durk- 
heim's great work, Le Suicide, was first published. As a work of great im- 
Portance in the application of scientific procedures, it marked a turning 
point in the kinds of published material on suicide which had preceded it. 
The bibliography concludes with the year 1957 because, at the time the 
list was being prepared, this was the latest year for which one could rea- 
Sonably be certain that practically all of the published titles had been 
listed2 

This bibliography contains references both in foreign languages and in 
English from the period 1927 on. For the most part, the references from 
1897 through 1927 are in English only. This is because a comprehensive 
bibliography by Rost (see Psychological-General section) listing about 
3,750 items, appeared in 1927, and it was felt that it was unnecessary to 
duplicate the foreign language items listed in Rost. The English language 
references are listed, however, in order to present them all in one place, and 
because the Rost book, now out of print and in very few libraries, is 
difficult to obtain. However, it is available in the Library of Congress, and 


"Acknowledgment and sincere appreciation is expressed to Mr. Eugene A. Bouvier, 
‘A, who, in his capacity as bibliographer, devoted considerable attention and care 
to the thousand-and-one details in his efforts to obtain reasonably accurate listings. 
“It is anticipated that, as the opportunity presents itself, supplementary lists will be 

Published, bringing the bibliography up to date. 
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the reader is referred to it for articles in English which appeared before 
1897 and for articles in foreign languages which appeared prior to 1927. 
The references are presented in the format of American Psychological 
Association Publication Manual, which follows the procedure of listing 
in order: name(s) of author(s), title, and reference source. If the source 
is a book, the place, publisher, and the year are shown. If the reference 
is a journal, the year, volume number, and the inclusive pages are shown. 

Some attempt has been made to group the references. The headings have 
purposely been made large and comprehensive, so th 
gories are employed. Inasmuch as the judgment as 
was to receive which article often had to be made on th 
pretation of the title or as an inferenc 


sible that some of the articles have 
In addition, 


at only four cate- 
to which category 
e basis of the inter- 
e from the reference source, it is pos- 


so that the decision as to 
s became quite arbitrary. 
bibliography, to check all 


tic, psychodynamic, diag- 
hich were more or less gen- 


; and economic in 
primarily statistical, tabul 


i i ssified 

in different ways, such as i i p E 
found in this category. 

The Medical-Legal cate 

medical, legal, or both 


of death, and relationships with fi 
found in this category.* 


unusual cases, have not been i 


" ace limitati be 
obtained from the editors upon request, p imitations, They may 
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The Philosophical-Religious classification includes items which are con- 
cerned with the philosophical, ethical, religious, moral, and general historical 
considerations in suicide. 

Some general impressions gained while compiling the bibliography are 
as follows: 

1. Medical and surgical procedures in the handling and treatment of 
suicidal cases continue to receive a major share of the space devoted to 
suicide, particularly in foreign medical journals. 
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made to approach the phenomena of suicide from different viewpoints, 
Such as communication theory, information theory, ego adaptational 
RUN etc. All these represent continued attempts to discover meaningful 

ignificant factors for earlier recognition and treatment. 
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